PROGRESS NOTE
PATIENT NAME: Phillips, Gregory

DATE OF BIRTH: 01/10/1947

DATE OF SERVICE: 11/11/2023
PLACE OF SERVICE: Future Care Charles Village.

SUBJECTIVE: The patient seen today as a followup at the nursing rehab. The patient is feeling weak and tired. No shortness of breath. No cough. No congestion. The patient has been admitted for seizure disorder, alcohol abuse failure to thrive and ambulatory dysfunction. The patient is seen today in the subacute rehab for management of his current medical conditions. He has generalized weakness. He denies any headache or dizziness, fever or chills.

PHYSICAL EXAMINATION:
General: The patient is awake. He is alert and lying on the bed feeling weak and tired.

Vital Signs: Blood pressure 128/88. Pulse 80. Temperature 97.5 F. Respirations 18. Pulse ox 96%.
HEENT: Normocephalic and atraumatic. Eyes – Anicteric. No ear or nasal discharge 

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: No edema.

Neuro: He is awake, alert and lying on the bed feeling weak and tired.

LABS: Lab reviewed. Sodium 140, potassium 4.5, chloride 107, CO2 25, glucose 75, BUN 26, creatinine 1.2, WBC 3., hemoglobin 12.2, hematocrit 39.1.

ASSESSMENT: The patient has been admitted with

1. Ambulatory dysfunction.

2. Generalized weakness.

3. Seizure disorder.

4. Alcohol abuse.

PLAN OF CARE: The patient has been maintained on his current medications and I reviewed all his medicines. He has been maintained on thiamine 100 mg daily, folic acid 1 mg daily, multivitamin daily, lisinopril 40 mg daily, Keppra 500 mg twice a day, nifedipine XL 30 mg, Tylenol 650 mg q. 6h p.r.n for pain ad aches, Senokot/docusate twice a day, and artificial tear. He will be continued on all his current medications. PT/OT fall precaution discussed with the nursing staff.
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