PROGRESS NOTE

PATIENT NAME: Wile, John

DATE OF BIRTH: 02/21/1938
DATE OF SERVICE: 08/28/2023

PLACE OF SERVICE: FutureCare Sandtown Nursing Home

SUBJECTIVE: The patient is seen today as a followup. The patient was at the rehab center. Actually, he was trying to go elevator then he put his hand and he got injury to the right middle finger. There was some blood noted and I spoke o the nurses from the weekend there was a laceration needed to be repair. The patient was sent out. He went to St. Agnes Hospital. He had a repair of the laceration done and subsequently sent him back and suture was placed and that need to be removed they advised in 7-10 days. Today, no bleeding or dressing is intact. No bleeding. No headache. No dizziness. The patient has no complaint. No fever. No chills. No nausea. No vomiting.

PHYSICAL EXAMINATION:

General: The patient is awake. He is forgetful and memory is impaired.

Vital Signs: Blood pressure 115/68, pulse 70, temperature 97.8, respiration 18, and pulse ox 95%.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No leg edema. He has right hand middle finger laceration that was repaired and dressing is in place intact. No bleeding and dressing is not soaked.

Neuro: He is awake, forgetful and disoriented. Ambulatory dysfunction. He is on the wheelchair.
LABS: Recent lab magnesium level 2.1, sodium 139, potassium 4.8, chloride 105, CO2 28. glucose 81, BUN 29, and creatinine 1.27.

ASSESSMENT: The patient has been admitted with multiple medical issues:
1. Recent right hand trauma with laceration to the right middle finger status post repair of the laceration suture placed at St. Agnes Hospital emergency room. The patient tolerated well and doing well.

2. CHF.

3. Cardiomyopathy.

4. History of paroxysmal atrial fibrillation.

5. Ambulatory dysfunction.
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6. History of HIV disease.

7. History of ICD placement.

8. History of CKD.

PLAN: At this point, we will continue all his current medications that I have reviewed and sutures will be removed in 7-10 days. Care plan discussed with nursing staff. Fall precautions. Continue local skin care.
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