PROGRESS NOTE

PATIENT NAME: O’Donnell, Thomas

DATE OF BIRTH: 09/01/1946
DATE OF SERVICE: 08/29/2023

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today for followup. He has been doing well while in the rehab. No headache. No dizziness. No cough. No congestion. He does have ambulatory dysfunction. He denies any fever or chills.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert and cooperative.

Vital Signs: Blood pressure 112/58, pulse 55, temperature 97.8, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge. Throat is clear.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

Neuro: He is awake and alert.

LABS: WBC 6.8, hemoglobin 10.8, hematocrit 32, sodium 133, potassium 4.4, chloride 98, CO2 29, glucose 114, and TSH 1.7.

ASSESSMENT:

1. The patient has been admitted with mechanical fall and ambulatory dysfunction.

2. Hyponatremia.

3. History of squamous cell tonsillar carcinoma.

4. History of dysphagia in the past that has been removed.

5. History of coronary artery disease. He has a PCI in 2007.

6. History of hypertension.

7. Diabetes mellitus.

8. History of hypothyroidism.

PLAN: Continue all his current medications. PT/OT and fall precautions. Discussed with the nursing staff.
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