PROGRESS NOTE
PATIENT NAME: Young, Rosie

DATE OF BIRTH: 

DATE OF SERVICE: 
PLACE OF SERVICE: 

SUBJECTIVE: The patient is seen for followup at the nursing rehab. The patient denies any headache, dizziness, nausea or vomiting. No fever. No chills. No cough. No congestion.

PHYSICAL EXAMINATION:
Vital Signs: Blood pressure 134/79. Pulse 70. Temperature 98.7 F. Respirations 18. Pulse ox 98%.

HEENT: Head atraumatic and normocephalic. Eyes: Anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Pressure ulcers in the buttocks and left heel in the sacral area.

Neuro: The patient is awake. She is forgetful.

ASSESSMENT: The patient has been admitted.

1. Generalized weakness.

2. Ambulatory dysfunction.

3. Pressure ulcers in the buttocks, heel and right lower extremity burn wound.

4. Sacral pressure wound.

5. Coronary artery disease.

6. Hypertension.

7. Diabetes mellitus.

8. History of PE.

9. Coronary artery disease status post stent and right-sided weakness due to old ischemic stroke.

10. Dementia.

PLAN OF CARE: I have reviewed all the medication. We will continue her current medications. Monitor labs and electrolytes. Care plan discussed with the nursing staff.
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