PROGRESS NOTE
PATIENT NAME: Taylor, Cheryl

DATE OF BIRTH: 08/26/1957
DATE OF SERVICE: 07/28/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

SUBJECTIVE: The patient is seen today for followup at the nursing rehab. The patient has a dysuria. A urinalysis has been ordered, but she denies any fever or chills. Still has generalized weakness. Physical therpay is working on her. At present when I saw her today physical therpay in the room the patient is sitting in the chair. She denies any headache, dizziness, nausea, vomiting. No fever. No chills. She is improving and cooperative with the physical therapy.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3. 

Vital Signs: Blood pressure 137/69 Pulse 77. Temperature 98.4 F. Respiration 18. Pulse oximetry 97%

HEENT: Head – Atraumatic and normocephalic. Eyes: Anicteric. 

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi. No wheezing. No rales.

Heart: S1 and S2 and regular.

Abdomen: Soft and obese. Bowel sounds positive.

Extremities: Chronic edema both legs.

Neurologic: She is awake, alert and oriented x 3. More alert today.

LABS: Reviewed.

ASSESSMENT: The patient is admitted to subacute rehab because of 
1. Ambulatory dysfunction.

2. Heart failure with preserved ejection fraction.

3. Hypertension.

4. Depression.

5. Dysuria with increased urinary frequency. Urine study has been ordered. We will followup after that.
6. She also has obstructive sleep apnea and she is using CPAP at night.

PLAN OF CARE: We will continue all her current medications. We will follow up urine studies and adjust the medication accordingly.
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