PROGRESS NOTE

PATIENT NAME: Battle, Roland

DATE OF BIRTH: 04/11/1950
DATE OF SERVICE: 12/07/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

SUBJECTIVE: The patient is seen today as a followup in subacute rehab at the nursing home. The patient has been admitted to the facility with seizure disorder, ambulatory dysfunction, previous alcohol abuse, and cognitive impairment. He is unable to take care of himself. Today, when I saw the patient, he is lying in the bed. Denies any headache, dizziness, nausea, or vomiting. No fever. No chills.

MEDICATIONS: Reviewed.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert and forgetful.

Vital Signs: Blood pressure 110/58, pulse 80, temperature 97.5, respiration 20, and pulse ox 98%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake, forgetful, and disoriented.

LABS: Reviewed. Recent lab Dilantin level 14.5.

ASSESSMENT:

1. Seizure disorder.

2. Alcohol abuse.

3. Dementia.

4. History of anemia.

PLAN: The patient will be continued on his current medications. He is on folic acid 1 mg daily, Tylenol 325 mg two tablets every six hours p.r.n., multivitamin daily, Keppra 500 mg twice a day, Dilantin 100 mg three times a day, MiraLax 17 g daily, magnesium oxide 400 mg three times a day, sodium chloride tablet eat by mouth three times a day for hyponatremia, and thiamine 100 mg daily. We will continue all the medicine. Discuss with nursing staff. No new issues reported today.
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