PROGRESS NOTE

PATIENT NAME: Smith, Ada

DATE OF BIRTH: 03/05/1932
DATE OF SERVICE: 12/08/2023

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

SUBJECTIVE: The patient is seen today. The patient has multiple medical problems hypertension, dementia, glaucoma, and GERD. The patient dependent on her ADL has been admitted. Today when I saw the patient, she is sitting on the chair. No headache. No dizziness. No cough. No congestion. No fever. No chills. She is comfortable. She has memory deficits. Denies any chest pain. No fever or chills.

MEDICATIONS: Reviewed. The patient is on multivitamin daily, Tylenol two tablets twice a day for DJD pain and arthritis, Travatan 0.004% one drop both eyes at bedtime for glaucoma, amlodipine 5 mg daily, calcium with vitamin D supplement daily, Senokot 8.6 mg two tablets twice a day, Tylenol 650 mg every 12-hours p.r.n. for pain and aches, and Zoloft 37.5 mg daily for depression.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake, alert, and forgetful.

Vital Signs: Blood pressure 105/76, pulse 83, temperature 97.6, respiration 18, and pulse ox 96%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. No ear or nasal discharge.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. No calf tenderness.

Neuro: She is awake, alert, forgetful, and disoriented.
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ASSESSMENT:

1. Hypertension.

2. Dementia.

3. Anemia.

4. GERD.

5. Glaucoma.

6. Mood disorder.

PLAN: We will continue all her current medications. Discussed with nurse. No new issues reported.
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