PROGRESS NOTE

PATIENT NAME: Johnson, Eugene

DATE OF BIRTH: 04/03/1966
DATE OF SERVICE: 01/01/2024

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today at the rehab. The patient denies any headache, dizziness, nausea, or vomiting. No cough. No congestion. No fever. No chills. He has memory impairment. The patient has a known history of CVA, depression, anxiety, H. pylori infection, and gastritis treated. Today, he has no other complaint.

MEDICATIONS: Reviewed.

PHYSICAL EXAMINATION:

General: He is awake. He is alert and sitting in the wheelchair.

Vital Signs: Blood pressure 130/84, pulse 78, temperature 97.6, respiration 16, and pulse ox 97%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat is clear.
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, alert, forgetful, and memory impairment.

LABS: Reviewed.

ASSESSMENT:
1. Recent COVID infection with complete recovery. He is asymptomatic at present.

2. Cough and congestion with acute bronchitis improved.

3. Previous CVA.

4. Dementia behavioral disturbances currently stable.

PLAN: We will continue all his current medications. I have discussed with the nursing staff no other issues reported. I have reviewed his labs they look stable. WBC 6.0, hemoglobin 16.4, hematocrit 50.6, sodium 147, potassium 4.4, chloride 113, CO2 25, BUN 13, creatinine 1.1, calcium 9.3, AST 23, and ALT 33. The patient is stable. I have encouraged increased p.o. fluid medically stable. We will continue all his current medication.
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