PROGRESS NOTE
PATIENT NAME: Johnson, Valerie

DATE OF BIRTH: 07/29/1942
DATE OF SERVICE: 11/05/2023

PLACE OF SERVICE: Future Care Sandtown

SUBJECTIVE: The patient is 81-year-old female. She is seen today as followup at the nursing home. The patient is dependent on his ADLs. She has multiple medical problems unable to take care of herself. She has been admitted for continuation of medical management and continuation of her care. Today, the patient denies any headache, dizziness, nausea, or vomiting. She has generalized weakness with ambulatory dysfunction.

PAST MEDICAL HISTORY: History of hypertension, hyperlipidemia, depression, morbid obesity, and chronic lower extremity dermatitis.

MEDICATION: Reviewed.

REVIEW OF SYSTEM:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting. No diarrhea.

Musculoskeletal: Chronic dermatitis in the leg.

Neuro: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake. She is alert lying in the bed.

Vital Signs: Blood pressure 130/66. Pulse 73. Temperature 97 F. Respiration 20 per minute. Pulse ox 95%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Obese. Bowel sounds positive.

Extremities: Chronic stasis dermatitis in both lower extremities above the ankle area.

Neurologic: She is awake and alert lying on the bed. No distress.

LAB: Reviewed.
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ASSESSMENT:
1. Ambulatory dysfunction.

2. Morbid obesity

3. Sleep apnea.

4. Hypertension.

5. Depression.

6. Hyperlipidemia.

7. History of hypertension.

PLAN OF CARE: I have reviewed all the medications. We will continue her current medications. Continue current plan of care. Local skin care. Care plan discussed with nursing staff. No new issue reported.
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