PROGRESS NOTE
PATIENT NAME: Ruiz, Sandra

DATE OF BIRTH: 
DATE OF SERVICE: 08/11/2023

PLACE OF SERVICE: Future Care Sandtown.

The patient is seen today as a followup.

SUBJECTIVE: No shortness of breath. No cough. No congestion. No nausea. No vomiting. No fever. No chills.

MEDICATIONS: Reviewed.

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

Vital Signs: Blood pressure 116/67. Pulse 63. Temperature 96°F. Respirations 18.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: Chronic edema. No calf tenderness.

Neurologic: She is awake. She is alert. She does have a memory deficit.

LABS: Reviewed.

ASSESSMENT:
1. Ambulatory dysfunction.

2. Wernicke encephalopathy.

3. Cervical radiculopathy.

4. History of alcohol abuse.

PLAN OF CARE: I previously had ordered a cervical spine x-rays and that report needed to be obtained; at that point, this report is not available. I will discuss with the nursing staff. At this point, we will continue all her current medications and electrolytes. The patient does have a history of PE and she has been maintained on anticoagulation apixaban 2.5 mg b.i.d. as recommended from the hospital. Duration of anticoagulation will be discussed with hematology also.
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