PROGRESS NOTE

PATIENT NAME: Spence, Dwight

DATE OF BIRTH: 10/31/1957
DATE OF SERVICE: 09/12/2023

PLACE OF SERVICE: FutureCare Charles Village 

SUBJECTIVE: The patient is seen at the nursing rehab. The patient admitted for subacute rehab for deconditioning, generalized weakness, and ambulatory dysfunction. He still complaining of pain and aches in the knee but no shortness of breath. No cough. No congestion. The patient was hospitalized with syncopal episode. He was diagnosed with heart failure with reduced ejection fraction, hypertension, osteoarthritis, and CKD. After stabilization, he was sent to the rehab for continuation of care. While in the rehab, he has been adjusting. He denies any headache, dizziness, nausea, or vomiting. No fever. No chills but complaining of pain and aches.

PHYSICAL EXAMINATION:

General: He is awake. He is alert and oriented x3.

Vital Signs: Blood pressure 128/78, pulse 70, temperature 98.7, respiration 18, and pulse ox 96%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema. No calf tenderness.

Neuro: He is awake, alert, and oriented x3.

LABS: WBC 5.2, hemoglobin 12, hematocrit 39, AST 41, ALT 86, sodium 134, potassium 4.6, chloride 101, CO2 23. We will repeat his LFT and I will get his records if he checked for hepatitis B and C otherwise I will order that.
ASSESSMENT:

1. The patient was admitted with deconditioning and recent episode of syncope. He was hospitalized for bilateral knee pain with osteoarthritis.

2. History of heart failure with reduced ejection fraction.

3. History of CKD.

4. History of gout.

5. Hyperlipidemia.

6. Nonischemic cardiomyopathy.

7. History of sleep apnea.

8. Diabetes mellitus.

PLAN: We will continue all his current medications. Labs reviewed. Care plan discussed with the patient.
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