PROGRESS NOTE
PATIENT NAME: Thomas, Flora

DATE OF BIRTH: 02/03/1929
DATE OF SERVICE: 12/02/2023

PLACE OF SERVICE: Future Care Charles Village.

SUBJECTIVE: The patient is seen today for followup at subacute nursing rehab. The patient is lying on the bed. She denies any headache, dizziness, nausea or vomiting. No fever. No chills. I have reviewed her labs and medications.
She is awake lying on the bed. She is more talkative today. She denies any headache or dizziness. She does have pain and aches, but gets relief with the medications.

PHYSICAL EXAMINATION:
General: The patient is awake lying on the bed. She is forgetful. 

Vital Signs: Blood pressure 124/78. Pulse 73. Temperature 98°F. Respirations 18. Pulse oximetry 100%.

HEENT: Head – Atraumatic and normocephalic. Eyes: Anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No leg edema. She has sacral ulcer. Right lower extremities, fracture site healing. Sacral ulcer unstageable and right heel deti. She has been seen by wound team already.

ASSESSMENT:
1. The patient is admitted with ambulatory dysfunction.

2. Status post fracture right femur.

3. COPD.

4. History of atrial fibrillation.

5. Rheumatoid arthritis.

6. History of COPD.

LABS: I have reviewed her labs. Sodium 144, potassium 3.7, chloride 106, CO2 31, glucose 112, BUN 32, creatinine 0.4, calcium 8.1, WBC count 10.8, hemoglobin 11, and hematocrit 34.7.

PLAN OF CARE: We will continue all her current medications as per order. We will do local skin care and being followed by wound team. PT/OT and dietitian to follow up and diet as tolerated with follow up recommendation for nutrition and dietitian. Care plan discussed with nursing staff. 
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