PROGRESS NOTE
PATIENT NAME: Ruiz, Sandra

DATE OF BIRTH: 04/08/1947
DATE OF SERVICE: 07/14/2023

PLACE OF SERVICE: Future Care Sandtown.

SUBJECTIVE: The patient is seen today by me for followup. The patient has been doing fairly well, but has still leg edema. She did have some symptoms of tingling and funny sensation in the arm. No trauma. No cough. No congestion. No nausea. No vomiting. 

PAST MEDICAL HISTORY:
1. She had history of Wernicke encephalopathy. 

2. Alcohol abuse.

3. COVID infection with recovery.

4. Chronic leg edema.

5. Ambulatory dysfunction

6. History of vitamin D deficiency.

7. Gait abnormalities.

MEDICATIONS: Reviewed.

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

Pulmonary: No cough. No congestion.

GI: No nausea or vomiting.

Musculoskeletal: Complaining of funny sensation in the arm.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and cooperative. She does have some memory deficit.

Vital Signs: Blood pressure 112/60 Pulse 62. Temperature 97.3 F. Respiration 18. Pulse ox 91% room air.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Chronic edema, but there is no calf tenderness.

Neurologic: She is awake and alert. Memory deficit noted.
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ASSESSMENT:
1. Ambulatory dysfunction.

2. Wernicke encephalopathy.

3. Symptoms of cervical radiculopathy.

4. Obesity.

5. History of alcohol abuse.

PLAN OF CARE: I will order C-spine x-ray evaluation for cervical disc disease. Lab reviewed. B12 level is normal and we will monitor depends on the cervical spine x-ray report and further management as per the patient’s condition.
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