PROGRESS NOTE

PATIENT NAME: Hobine, John

DATE OF BIRTH: 01/09/1930
DATE OF SERVICE: 07/25/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

The patient is seen today as a followup visit.
SUBJECTIVE: The patient is doing fairly well. He has no headache. No dizziness. No cough. No congestion. No nausea. No vomiting. He is working with physical therapy and compliance with his medications.

MEDICATIONS: Reviewed by me.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough. No congestion.

Cardiac: No chest pain. No palpitation.

GI: No vomiting or diarrhea.

Musculoskeletal: No leg edema.

Genitourinary: No hematuria. No bleeding.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert, cooperative, and oriented x3.

Vital Signs: Stable.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing. No rales.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

Neuro: He is awake, alert, and oriented x3. He is complaining of generalized weakness and getting help with the physical therapy.

LABS: Reviewed by me.

ASSESSMENT:

1. The patient does have coagulopathy secondary to anticoagulation, warfarin, and Coumadin. Medication adjusted and repeat INR is better. The patient restarted on warfarin and thus being monitored now.

2. Atrial fibrillation.
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3. COPD.

4. CHF.

5. Urinary retention requiring Foley catheter.

6. CKD.

7. Hypertension.

PLAN: Plan is to keep INR goal repeated in two to three and monitor the labs very closely. He has a known CHF with ejection fraction of 40-45% thus being monitored and electrolytes being monitored and adjusted. Medications as needed. The patient is otherwise doing well clinically and significantly improving. We will continue physical therapy. Discussed with the patient and the nursing staff.
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