PROGRESS NOTE
PATIENT NAME: Taylor, Cheryl
DATE OF BIRTH: 08/26/1957
DATE OF SERVICE: 08/16/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab
SUBJECTIVE: The patient is seen today for followup in the subacute rehab. The patient is lying in the bed. She denies any headaches, dizziness, nausea, or vomiting. No fever. No chills. She is being followed by the physical therapy. Last week, she was reported as one episode of epistaxis, but after that there are no more episodes. No episode of bleeding per rectum. No blood in the urine and at present no epistaxis. She denies any shortness of breath or chest pain. Because of repeat lab done on 08/14/2023, the patient has hemoglobin of 6.9 and she was transfused one unit of PRBC because of drop in hemoglobin and after that transfusion repeat lab work was also ordered. Today, she denies any headache, dizziness, nausea, vomiting, or fever.

PAST MEDICAL HISTORY: The patient has heart failure with preserved ejection fraction.

1. Proximally atrial fibrillation not on anticoagulation due to history of GI bleed and Osler-Weber-Rendu syndrome.

2. History of recurrent GI bleed due to gastric AVM.

3. Iron deficiency.

4. History of ablation of gastric AVM.

5. Chronic anemia.

6. Iron deficiency.

7. Hypertension.

8. Diabetes.

9. Obstructive sleep apnea.

10. Chronic pain.

11. Opioid dependence in the past.

12. Pulmonary hypertension.

REVIEW OF SYSTEMS:

Today, no headache or dizziness. No cough. No congestion. No fever. No chills.

Pulmonary: No shortness of breath and no wheezing.

Cardiac: No palpitation.

GI: No bleeding.
Genitourinary: No hematuria.
Neuro: No syncope.
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PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3.
Vital Signs: Blood pressure 120/71. Pulse 78. Temperature 98.5 F. Respiratory rate 18. Pulse ox 99%.
Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.
Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Chronic edema, but no calf tenderness.

Neurologic: She is awake, alert and oriented x3.

LAB: Recent lab, WBC count 5.4, hemoglobin 7.6, hematocrit 25, platelet count 207,000, sodium 142, potassium 3.8, chloride 107, CO2 30, glucose 129, creatinine 1.47, PT 15.6, and INR 1.2.

ASSESSMENT:
1. Anemia status post blood transfusion. Repeat hemoglobin and hematocrit stable.
2. Diabetes mellitus. Blood sugar has been labile and being monitored. Lantus along with sliding scale insulin.

3. Obstructive sleep apnea on CPAP.

4. History of CHF with preserved ejection fraction.
5. History of GI bleed in the past.
6. Hypertension.
7. Ambulatory dysfunction.

PLAN OF CARE: We will continue all her current medications reviewed. We will follow up on electrolytes and CBC. Care plan discussed with the nursing staff. There is no other issue reported today.
Liaqat Ali, M.D., P.A.
