PROGRESS NOTE

PATIENT NAME: Saunder, Robert

DATE OF BIRTH: 03/08/1954
DATE OF SERVICE: 09/01/2023

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today as a followup subacute rehab. The patient is feeling much better. His left leg swelling has significantly improving. He has been complaint with medications. No headache. No dizziness. No cough. No congestion. No nausea. No vomiting. No fever. No chills.

PHYSICAL EXAMINATION:

General: He is awake, alert, and cooperative.

Vital Signs: Blood pressure 113/79, pulse 62, temperature 97.2, and respiration 18.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Left leg edema still present but much better and right leg is much better.

Neuro: He is awake, alert, forgetful, and disoriented.

LABS: WBC 6.5, hemoglobin 15, hematocrit 47, BUN 19, creatinine 1.2, and Keppra level is 42.

ASSESSMENT:

1. Seizure disorder.

2. Previous CVA.

3. History of left leg DVT.

4. CVA with minimal right-sided weakness but able to ambulate.

5. History of left frontotemporal cerebral infarct.

6. Cognitive impairment and memory impairment.

7. History of CHF reduced ejection fraction.

8. Schizoaffective disorder.

9. Substance abuse history.

10. HIV disease.

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

PLAN: I have reviewed all his medications. He will be maintained on current medications. Continue present care. Discussed with nursing staff.
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