PROGRESS NOTE

PATIENT NAME: Carr, Annie

DATE OF BIRTH: 05/30/1944
DATE OF SERVICE: 08/23/2023

PLACE OF SERVICE: FutureCare Charles Village

The patient is seen today as a followup at the nursing rehab.

SUBJECTIVE: No shortness of breath. No cough. No congestion. No nausea. No vomiting. No fever. No chills.

CURRENT MEDICATIONS: The patient is on Lipitor 80 mg daily, MiraLax 17 g daily, vitamin D supplement daily, Senokot daily, amlodipine 10 mg daily, gabapentin 100 mg one capsule daily for neuropathic pain, Tylenol p.r.n., aspirin 81 mg daily, Voltaren gel 1% to the right and left foot topical six hours as needed, and Keppra 500 mg two tablets b.i.d. for history of seizure disorder.
PHYSICAL EXAMINATION:

General: The patient is awake. She is alert. She has memory impairment.

Vital Signs: Blood pressure 122/60, pulse 68, temperature 98, respiration 18, and pulse ox 97%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness. Bilateral leg edema present.

Neuro: She is awake, alert, and forgetful. Edema is chronic.

LABS: Recent lab WBC count 4.7, hemoglobin 11, and hematocrit 35.

ASSESSMENT:

1. The patient has been admitted to subacute rehab at the nursing facility for continuation of care. The patient has known history of CVA.

2. Ambulatory dysfunction.

3. Chronic lymphedema bilateral lower extremity.

4. History of Bell's palsy.

5. History of syncope suspected seizure disorder maintained on Keppra as per hospital recommendation. The patient has dementia.

PLAN: The patient will be maintained on the current medications and monitor her closely.
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