PROGRESS NOTE
PATIENT NAME: Johnson, James

DATE OF BIRTH: 03/14/1939

DATE OF SERVICE: 11/05/2023
PLACE OF SERVICE: Future Care Sandtown

SUBJECTIVE: The patient is seen today as followup at the nursing rehab. The patient denies any headache, dizziness, nausea, vomiting, fever or chills. She has an occasional cough, but no sputum production. No fever. 

REVIEW OF SYSTEMS:

Constitutional: No headache. No dizziness.

Pulmonary: Dry cough occasional.

Cardiac: No chest pain. No vomiting.

GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neurologic: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert. He does have a memory deficit.

Vital Signs: Blood pressure 132/64. Pulse 72. Temperature 97.6 F. Respirations 20. Pulse ox 97%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Bilateral no edema. No calf tenderness.

Neuro: He is awake, alert though forgetful.

ASSESSMENT:

1. COPD.

2. Cognitive impairement.

3. Status post cold recovery.

4. History of PE.

5. History of anxiety disorder.

PLAN OF CARE: We will continue all his current medications. I have discussed with nurse taking care of the patient. No new issue reported today. His blood pressure is stable and clinically he is doing well.
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