PROGRESS NOTE

PATIENT NAME: Saunders, Robert

DATE OF BIRTH: 03/08/1954
DATE OF SERVICE: 07/21/2023

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient seen today for followup. The patient has been very demanding to leave today. He is awake, but forgetful and disoriented. He is not able to make reasonable decision. I came to see the patient, he is sitting in the bed. He is cooperative on questioning on examination. He is awake, alert, and oriented x1. He is not able to remember the name of the month and year. He only able to remember himself, his name and his aunt name. He denies any headaches or dizziness. No trauma. No fall. The patient has stent.

PAST MEDICAL HISTORY:
1. With previous hospitalization different hospital he has a known history of alcoholism, alcohol abuse, and Wernicke’s encephalopathy.

2. Seizure disorder.

3. Opiate abuse disorder.

4. Hepatic steatosis.

5. Right renal mass need to be further evaluated as outpatient.

6. Anemia.

7. Cardiomyopathy ejection fraction of 40-45%.

8. Cervical and lumbar disc disease.

9. History of PE.

10. History of DVT. The patient used to be on this rehab and he was recently again hospitalized because of noncomplaint with seizure and prolonged postictal state with confusion. The patient also reported to have history of schizoaffective disorder.

REVIEW OF SYSTEMS:

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

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Neuro: No recent seizure. No syncope.

Endocrine: No polyuria or polydipsia.

PHYSICAL EXAMINATION:

General: The patient is awake, confused, and disoriented.

Vital Signs: Blood pressure 128/88, pulse 66, temperature 97.9, respiration 18, and pulse ox 98%.
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HEENT: Head – atraumatic and normocephalic.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: He has a leg edema both leg but left more than the right significantly improved compared to admission.

Neuro: He is awake, alert, and moving all his extremities equal. There are no focal deficits on examination but he is forgetful, disoriented, confused, oriented x1.

ASSESSMENT:

1. The patient has a cognitive deficit with cognitive impairment.

2. Wernicke's encephalopathy.

3. Chronic alcohol abuse.

4. History of opioid abuse.

5. PE.

6. DVT.

7. Chronic bilateral leg edema.

8. HIV disease.

9. History of schizoaffective disorder as documented in the old chart.

10. Seizure disorder.

11. Noncompliance.

PLAN: I have reviewed all his medications at present. He will need psychiatric comprehensive evaluation for this patient because he is not capable of making any comprehensive decision for his health care. At this point, the patient is adamant. He wants to be discharge but he has no place to go he was not able to tell me his home address. I have discussed with the social worker and the manager in the third floor and also I have found the certification of incapacity.
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