PROGRESS NOTE
PATIENT NAME: Thorne, Dave

DATE OF BIRTH: 05/21/1940

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

SUBJECTIVE: The patient is seen today for followup. The patient has been doing well. He denies any headache and dizziness. No cough. No congestion. He does have a chronic smoking history, but he still smokes. I have discussed with him multiple times. He does not want to quit. He has no respiratory distress. No fever. No chills. No cough. No congestion. He does have ambulatory dysfunction due to stroke and he is on wheelchair rolling around.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and cooperative.

Vital Signs: Blood pressure 136/76. Pulse 80. Temperature 98.2 F. Respirations 18. Pulse ox 96%.

HEENT: Normocephalic and atraumatic. Eyes – Anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds with wheezes. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Left hand is contracted.
Neuro: He is awake, alert, and left sided weakness.

LABS: Reviewed. His vitamin D level was 15.5 that was done. Sodium 143, potassium 4.0, chloride 107, glucose 108, BUN 20, and creatinine 1.1.

ASSESSMENT:

1. CVA with left side weakness.

2. COPD.

3. Chronic smoking.

4. Ambulatory dysfunction due to CVA.

5. The patient does have vitamin deficiency and I started him on vitamin D supplement 50,000 units weekly for three months and after that we will switch him to oral 1000 units daily. It was discussed with the nursing staff.
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