PROGRESS NOTE

PATIENT NAME: Baker Margaret
DATE OF BIRTH: 02/09/1935
DATE OF SERVICE: 07/28/2023
PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab
HISTORY OF PRESENT ILLNESS: The patient is seen today at the rehab facility. The patient is doing well. She denies any headache, dizziness, nausea, or vomiting. No fever. No chills. She has some congestion, but no fever and no chills.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x 3, sitting in the chair.
Vital Signs: Blood pressure 94/64. Pulse 99. Temperature 98.8°F. Respirations 18. Pulse ox 99% and she is chronically on home oxygen.

Neck: Supple. No JVD.

Lungs: Decrease breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Edema of both legs. 

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

LABS: Reviewed.

ASSESSMENT: 

1. Bilateral leg edema.

2. Cough, congestion, and afebrile.

3. The patient has completed the course of antibiotic for bacteremia. She still has some congestion and evidence of CHF with congestion.

4. Hypokalemia, improved. Labs reviewed. 

5. Anemia of chronic disease.

6. CKD.

7. History of atrial fibrillation.

8. History of COPD.

9. Ambulatory dysfunction.

10. Diabetes mellitus.

11. Hypothyroidism.

12. Obesity.

PLAN OF CARE:  We will continue all her current medications and also do the chest x-ray. Discussed with nursing staff.
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