PROGRESS NOTE

PATIENT NAME: Jenkins, Rosie

DATE OF BIRTH: 02/01/1943
DATE OF SERVICE: 07/15/2023

PLACE OF SERVICE: FutureCare Charles Village

HISTORY OF PRESENT ILLNESS: This is an 80-year-old female. She has been admitted to subacute rehab for extensive physical therapy because of multiple medical problems. She was admitted to University Hospital with change in mental status also has left cerebellar infarct and suspected seizure. The patient was managed in the hospital neurology was following the patient and stroke workup was done. MRI of the brain shows left cerebellar infarct. Because of seizure disorder, the patient was given Keppra and subsequently was transitioned to valproic acid. The patient couple of days ago was reported to be more sleepy but today when I saw her the patient she was much more awake and alert. She denies any headache or dizziness. No shortness of breath periodic or depression reported. No cough. No congestion.

PAST MEDICAL HISTORY: As I mentioned CVA, coronary artery disease, hypertension, SVT, heart failure with reduced ejection fraction, COPD, and acute kidney injury.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.
Neuro: Generalized weakness.

PHYSICAL EXAMINATION:

General: She is awake, alert, and oriented x3.

Vital Signs: Blood pressure 123/68, pulse 80, temperature 97.8, respiration 18, and pulse ox 94%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear discharge. Throat is clear.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema. No calf tenderness.

Neuro: She is awake and more alert.
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LABS: Pneumonia level 26, AST 11, ALT less than 7, total protein 5.2, valproic acid 88.1, WBC 6.4, hemoglobin 9.8, hematocrit 30.8, sodium 137, potassium 3.6, chloride 101, CO2 24, BUN 28, creatinine 1.1, calcium 8.8, potassium 3.6.
ASSESSMENT: The patient has been admitted:
1. CVA.

2. Ambulatory dysfunction.

3. Seizure disorder.

4. Change in mental status that is improving. Currently, she is more awake and alert.

5. Hypertension.

6. History of CAD.

7. COPD.

8. History of PE.

9. History of pulmonary hypertension.

PLAN: We will continue all her current medications. Avoid mind sedating drugs. The patient has been started on depression medication that will be continued and dose was adjusted. Care plan discussed with the nursing staff and also with the patient.

Liaqat Ali, M.D., P.A.

