PROGRESS NOTE
PATIENT NAME: Lambert, Sandra

DATE OF BIRTH: 06/15/1940
DATE OF SERVICE: 07/28/2023

PLACE OF SERVICE: Franklin Woods Genesis 

SUBJECTIVE: The patient is seen today for followup. The patient is complaining of irritation in both eyes and no discharge. The patient’s son is at bedside. The patient denies any headache, dizziness, cough, congestion, no fever and no chills. No nausea. No vomiting.

PAST MEDICAL HISTORY: History of hypertension, hyperlipidemia, coronary artery disease, previous CVA, history of primary hyperparathyroidism, and nonspecific polyclonal gammopathy.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness.

Pulmonary: No cough. 

CARDIAC: No chest pain. 

GI: No vomiting.

Musculoskeletal: No pain.

Endocrine: No polyuria. No polydipsia.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and oriented x 3 and cooperative.

Vital Signs: Stable. Today blood pressure 133/80. Pulse 73. Temperature 97.6. Respirations 18. Pulse ox 94%.

HEENT: Eyes: Anicteric. No discharge noted.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No edema.

Neurologic: She is awake, alert and cooperative.

ASSESSMENT:
1. Hypertension

2. Coronary artery disease.

3. GERD.

4. The patient is recenlty treated for the infection in the left jaw area. Completed the course of antibiotics.
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PLAN OF CARE: We will continue all her current medications and for the eye irritation I advised her artificial tear three times a day for one week and then p.r.n. Care plan discussed with nursing staff.

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