PROGRESS NOTE

PATIENT NAME: Ducket, Samuel

DATE OF BIRTH: 04/09/1948
DATE OF SERVICE: 10/18/2023

PLACE OF SERVICE: FutureCare Sandtown

SUBJECTIVE: The patient is seen today for followup at nursing rehab. The patient has been doing well. He has no issues today. No headache. No dizziness. No cough. No congestion. He is lying in the bed. No fever. No chills. No recent seizure activity reported.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert, forgetful, disoriented, and memory impaired. He has expressive aphagia due to previous traumatic brain injury.

Vital Signs: Blood pressure 120/65, pulse 65, temperature 97.0, respiration 18, and pulse ox 95%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral no wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Chronic dermatitis in the leg but no edema.

Neuro: He is awake, forgetful, and disoriented.

LABS: Recent labs Dilantin level 17.6, chemistry done on August sodium 139, potassium 4.4, chloride 104, BUN 13, creatinine 0.6, AST 12, and ALT 9.

ASSESSMENT:

1. The patient has been admitted with ambulatory dysfunction.

2. Traumatic brain injury.

3. Right-sided weakness.

4. History of seizure disorder.

5. Dementia.

6. Chronic dermatitis lower extremity.

7. Dysarthria due to previous hand injury.

8. History of DVT.

9. History of GERD.

PLAN: At this point, we will continue all his current medications. No other issues reported. Care plan discussed with the nursing staff. The patient vitamin D level done on August was 31.6.
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