PROGRESS NOTE
PATIENT NAME: Bernhard, Louis

DATE OF BIRTH: 12/30/1944
DATE OF SERVICE: 09/01/2023

PLACE OF SERVICE: Future Care Charles Village

SUBJECTIVE: The patient is seen today as a followup at the nursing rehab. The patient has been doing well. He denies any headache, dizziness, nausea or vomiting. No fever. No chills.

MEDICATIONS: Currently he s on ferrous sulfate 325 mg daily, folic acid supplement daily, vitamin B12 1000 mcg daily, vitamin D 50,000 units weekly, Keppra 1000 mg b.i.d., Senokot daily, atorvastatin 40 mg daily, and mirtazapine 7.5 mg daily.

PHYSICAL EXAMINATION:
General: The patient is awake, alert and cooperative. He does have memory impairement.

Vital Signs: Blood pressure 123/68 Pulse 64. Temperature 98.1 F. Respiration 18. 

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No edema.

Neurologic: He is awake and alert sitting on the chair in no distress.

LABS: Reviewed by me. WBC 5.8, hemoglobin 11, hematocrit 37.4, sodium 140, potassium 3.8, chloride 103, CO2 26, and calcium 8.4.

ASSESSMENT:
1. CVA.

2. History of DVT lower extremity.

3. History of hypertension.

4. Ambulatory dysfunction.

5. Vitamin D deficiency.

PLAN OF CARE: I reviewed all the medications and the lab for this patient. At this point we will continue all his current medications. No other issue reported by the nursing staff.

Liaqat Ali, M.D., P.A.
