PROGRESS NOTE

PATIENT NAME: Smith, Franklin

DATE OF BIRTH: 08/29/1956
DATE OF SERVICE: 10/18/2023

PLACE OF SERVICE: FutureCare Sandtown

The patient is seen today for followup at subacute nursing home.
SUBJECTIVE: The patient is doing well. He has no headache. No dizziness. No fever. No chills. No recent seizure activity reported. The patient is tolerating PO diet. Discussed with nursing staff no new issues reported by them.

MEDICATIONS: Reviewed.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and oriented x3.

Vital Signs: Blood pressure 123/76, pulse 69, temperature 97.3, respiration 18, and pulse ox 95%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake and alert. He has ambulatory dysfunction because of generalized weakness and stroke.

LABS: Recent lab Dilantin level 14.8, sodium 140, potassium 3.4, chloride 103, CO2 28, BUN 13, creatinine 0.5, calcium 8.7, GFR 11.

ASSESSMENT:

1. The patient has been admitted to subacute rehab status post stroke with left-sided weakness.

2. Ambulatory dysfunction due to CVA.

3. Seizure disorder.

4. Hypertension.

PLAN: We will continue all his current medications. Care plan discussed with the staff and also the nursing staff and with the patient. All his questioned answered.
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