PROGRESS NOTE

PATIENT NAME: Saunders, Robert

DATE OF BIRTH: 03/08/1954
DATE OF SERVICE: 08/10/2023

PLACE OF SERVICE: FutureCare Charles Village

This is a comprehensive evaluation for his mental status and followup with medical condition including DVT, seizure disorder, previous CHF, and CVA. The patient seen today on 08/10/2023.

SUBJECTIVE: No shortness of breath. No headache. No dizziness. No cough. No congestion. No nausea. No vomiting. He is cooperative and taking his medication at this point.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: Still has leg edema.

Genitourinary: No hematuria.

Neuro: He is awake. His memory is impaired. He is forgetful. He has no dizziness. No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert, oriented x1-2, forgetful and disoriented.

Vital Signs: Blood pressure 150/90, pulse 60, temperature 97.8, respiration 18, and pulse ox 98%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Chronic edema left more than the right.

Neuro: He is awake, alert, forgetful, and disoriented. He is able to ambulate, minimal weakness on the right side, motor power in the left is 5/5, left arm and left leg with right arm and right leg is 4-5/5 minimal but he is able to ambulate without walker.

LABS: Reviewed by me.
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ASSESSMENT:

1. Memory impairment.

2. Cognitive deficit.

3. Previous left frontotemporal cerebral infarct.

4. CVA with minimum right-sided weakness that has significantly improved.

5. Wernicke's encephalopathy in the setting of chronic alcohol abuse.

6. Seizure disorder.

7. Left leg DVT.

8. History of CHF with reduced ejection fraction.

9. History of schizoaffective disorder.

10. Anemia.

11. Hypertension.

12. History of substance abuse.

13. History of HIV disease.

14. Seizure disorder with noncompliance history.

PLAN: I have reviewed all his medications and lab. We will continue all his current medications. Care plan discussed with nursing staff. The patient definitely has cognitive deficit, cognitive impairment, and not able to take care himself. He will need to be placed in the supervise care setting for proper care.

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

