PROGRESS NOTE
PATIENT NAME: Bernhard, Louis

DATE OF BIRTH: 12/30/1944
DATE OF SERVICE: 10/07/2023

PLACE OF SERVICE: Future Care Charles Village.

SUBJECTIVE: The patient is seen today for followup at nursing home. He has been doing well. He denies any headache, dizziness, nausea or vomiting. Periodic mood variation, but he is very poor historian. He has a history of dementia with behavior disturbance, major depressive disorder. Today he is not feeling depressed. He denies any somatic symptoms, fever, chills, cough, congestion, or shortness of breath. He states he is feeling good.

MEDICATIONS: Reviewed. Currently, he is on Keppra 1000 mg b.i.d, Senokot supplement daily for constipation, vitamin D supplement 50,000 units on weekly basis, mirtazapine 7.5 mg daily at bedtime. DuoNeb treatment q.6h p.r.n for shortness of breath, Lipitor 40 mg daily, vitamin B12 supplement 1000 mcg daily, folic acid 800 mcg one tablet daily, and ferrous sulfate 325 mg daily.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert He is forgetful and disoriented.

Vital Signs: Blood pressure 133/78. Pulse 75. Temperature 98.0 F. Respiration 18 per minute. Pulse ox 96%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.
Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds positive.

Extremities: No edema. No calf tenderness.

Neurologic: He is awake. He is alert. He is forgetful and disoriented.

LABS: Reviewed.

ASSESSMENT:
1. The patient has readmitted subacute rehab and chronic long-term care at this point because of his previous CVA.

2. Dementia.

3. Seizure disorder.

4. The patient is unable to function independently.

5. He has a known hypertension.

6. Hyperlipidemia.
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PLAN OF CARE: At this point, we will continue all the patient’s current medications. Care plan discussed with nursing staff.
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