PROGRESS NOTE
PATIENT NAME: Saunders, Robert

DATE OF BIRTH: 03/08/1954
DATE OF SERVICE: 07/22/2023

PLACE OF SERVICE: Future Care Charles Village

SUBJECTIVE: This is a 69-year-old male. The patient was seen by me yesterday because he was getting very anxious, nervous and trying to walk out the building. Care plan was discussed with staff. Because of his anxiety and mood disorder and not very cooperative with the staff and the patient has memory impairment and because he does have restlessness and symptoms of anxiety he was started on clonazepam and today when I saw the patient today as a followup he is doing much better. He is more cooperative. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY: Seizure disorder, HIV disease, alcohol abuse, history of Wernicke encephalopathy, history of DVT and PE, and has bee on anticoagulation.
REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion. No fever. No chills.

GI: No vomiting or diarrhea.

Psychiatry: He is cooperative.

PHYSICAL EXAMINATION:
General: He is awake and alert. He is forgetful. Memory is impaired.

Vital Signs: Stable.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Chronic edema, but has significantly improved compared to the day of admission.

Neurologic: He is awake, alert and forgetful. Memory is impaired.

ASSESSMENT:
1. Anxiety disorder.

2. Mood disorder.

3. Wernicke encephalopathy.

4. Alcohol abuse.

5. Seizure disorder.

6. Noncompliance.

7. HIV disease.

8. History of DVT and PE.
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PLAN OF CARE: We will continue all his current medications. Psychiatry consultation has been requested. Care plan was also discussed with nursing staff.
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