PATIENT NAME:  Coles Bernice
DOS:  02/10/2022
DOB:  12/21/1920
HISTORY OF PRESENT ILLNESS:  Ms. Coles is seen in her room today for a followup visit.  She is lying in her bed.  She has occasional cough.  She states that she is doing better today.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any pain with deep inspiration.  No nausea.  No vomiting.  Denies any diarrhea.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Poor inspiratory effort.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Cough, seems improved.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  History of CHF.  (5).  Chronic kidney disease.  (6).  Decubitus ulcer, buttocks. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  The patient seems to be doing better.  We will monitor her progress.  If her cough returns or persists, then we will check chest x-ray.  We will continue on other medications.  We will monitor her weight.  Continue other medications.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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