PROGRESS NOTE
PATIENT NAME: Smith, Franklin

DATE OF BIRTH: 08/29/1956

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

HISTORY OF PRESENT ILLNESS: This is a followup progress note. The patient is seen today at followup at the nursing home. The patient denies any headache, dizziness, nausea, vomiting. No fever. No chills. No recent seizure reported. Labs being monitored and Dilantin level being monitored. They have been therapeutic.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEM:

Constitutional: No headache. No dizziness.

Pulmonary: No cough. 

Cardiac: No chest pain.

GI: No vomiting. No diarrhea.

Musculoskeletal: Generalized weakness. Ambulatory dysfunction.

Neurologic: He is awake. No syncope.

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

Vital Signs: Blood pressure 120/73. Pulse 70. Temperature 97.6 F. Respirations 18. Pulse ox 98%. Blood sugar 197.

HEENT: Normocephalic and atraumatic. Eyes – Anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema. No calf tenderness. 

Neuro: He is awake alert and oriented x 3. He has left sided weakness from the previous stroke. He has ambulatory dysfunction due to stroke.

LAB: Recent lab done at nursing rehab. Dilantin level is 14.8. It is therapeutic. Chemistry sodium 143, potassium 3.9, chloride 108, CO2 28, glucose 74.Labs are stable.
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ASSESSMENT: 

1. The patient has CVA with left side weakness.

2. Ambulatory dysfunction.

3. Hypertension.

4. Seizure disorder.

PLAN OF CARE: Discussed with the patient. Discussed with nursing staff. We will continue all his current medications. No new issue reported.

Liaqat Ali, M.D., P.A.
