PROGRESS NOTE

PATIENT NAME: Taylor, Sheryl D.

DATE OF BIRTH: 08/26/1957
DATE OF SERVICE: 07/25/2023

PLACE OF SERVICE: Franklin Woods Genesis Nursing Rehab

The patient seen by me today for the followup in the subacute rehab.

SUBJECTIVE: The patient denies any headache or dizziness. She is complaining of dysuria and when she does make urine some discomfort but no fever. No chills. No nausea. No vomiting. No headache. No dizziness.

PAST MEDICAL HISTORY: Reviewed by me. The patient has ambulatory dysfunction, diabetes mellitus, obesity, hypertension, anemia, history of hyperlipidemia, history of DVT, history of migraine headache, history of sleep apnea, and fibromyalgia.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: Complaining of dysuria and increase urinary frequency.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake and alert. She is sitting in the chair and in no acute distress.

Vital Signs: Stable. She is afebrile.
Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Chronic edema but there is no calf tenderness.

Neuro: She is awake, alert, and oriented x3.

ASSESSMENT:

1. Dysuria with increased urinary frequency.

2. Diabetes mellitus.

3. Ambulatory dysfunction.

4. Hyperlipidemia.

5. Sleep apnea.
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PLAN: We will send urinalysis. We will continue all her current medications and followup labs. She may have a UTI but follow in the report and the urinalysis and adjust medication and antibiotic if needed. Care plan discussed with the nursing staff.

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

