PROGRESS NOTE
PATIENT NAME: Green, Patricia
DATE OF BIRTH: 08/18/1965
DATE OF SERVICE: 11/07/2023
PLACE OF SERVICE: Future Care Charles Village.
The patient is seen in followup.
SUBJECTIVE: The patient denies any headaches, dizziness, nausea, vomiting, or very poor historian. She has no complaint and if ask questions she keeps staring. Discussed with the nursing staff. Nursing staff interviewed. The patient has some behavior disturbance that she has been not violent. She is not agitated.
PAST MEDICAL HISTORY: Traumatic brain injury, bipolar disorder, pulmonary embolism, opioid use disorder, hypothyroidism, tardive dyskinesia, intellectual developmental disorder, and schizophrenia.
REVIEW OF SYSTEMS: As I mentioned.
HEENT: No headache. No dizziness. No nausea. No vomiting. No fever. No chills. Sitting on the bed has no complaints. Not any answering any questions properly.
PHYSICAL EXAMINATION:
General: The patient is awake, forgetful and disoriented.
Vital Signs: Blood pressure 140/80. Pulse 92. Temperature 97.0 F. Respirations 18. Pulse ox 98%.
HEENT: Head – Atraumatic, normocephalic. Eyes – anicteric.
Neck: Supple.

Chest: Nontender.

Lungs: No wheezing. No rales.
Heart: S1 and S2.
Abdomen: Soft. Nontender. Bowel sounds positive. G-tube in place.
Extremities: Trace edema. No calf tenderness.
Neuro: She is awake, not answering any questions. She is forgetful and disoriented.
MEDICATIONS: Reviewed.

LABS: Reviewed.
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ASSESSMENT:

1. The patient admitted with the multiple medical problems.
2. Traumatic brain injury.
3. Pneumonia.
4. Acidity.
5. History of PE.

6. Bipolar disorder.

7. COPD.

8. Dysphagia status post G-tube placement.

9. Generalized weakness.

10. COVID status post recovery.
11. History of bipolar disorder.
PLAN OF CARE: Continue all current medications. They are reviewed. Medicine reviewed. Discussed with the nursing staff. The patient does have significant cognitive impairment.
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