PROGRESS NOTE
PATIENT NAME: Carr, Annie

DATE OF BIRTH: 05/30/1944

DATE OF SERVICE: 12/19/2023
PLACE OF SERVICE: Future Care Charles Village

HISTORY OF PRESENT ILLNESS: The patient is seen today for followup in subacute rehab. The patient has been doing fairly well. She has no headache. No dizziness. No nausea. No vomiting. No cough. No congestion. The patient is lying on the bed complaining of generalized weakness. She has recent COVID positive and she was placed on isolation protocol along with management protocol. The patient today denies any headache, dizziness, cough, or congestion. No fever. No chills.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Chronic lymphedema.

3. CVA.

4. History of Bell’s palsy.

5. Cognitive impairment.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEM:

Constitutional: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal:  Chronic leg edema.

Genitourinary: No hematuria.

Neurologic: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake. She is alert, but forgetful and disoriented.
Vital Signs: Blood pressure 144/60. Pulse 64. Temperature 98.2 F. Respirations 18. Pulse ox 98%.

HEENT: Normocephalic and atraumatic. Eyes – Anicteric. No ear or nasal discharge 

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Decreased breath sounds at the bases. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Chronic edema both legs. There is no calf tenderness.

Neuro: The patient is awake, but forgetful and disoriented. Alert and oriented x1.
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LABS:  Reviewed. WBC 4.2, hemoglobin 10.9, hematocrit 34, AST 17, ALT 13, BUN 24, creatinine 0.9, and CRP less than 4.

ASSESSMENT:
1. Recent COVID infection. She has been treated and doing well. Isolation protocol was followed up. Labs being monitored.

2. She has cough and congestion. Chest x-ray no active disease.

3. Previous CVA.

4. Dementia with anxiety.

5. History of hypertension.

PLAN OF CARE: I have reviewed all the medications. The patient has a know history of seizure disorder. For hypertension she has been controlled with the amlodipine 10 mg daily, CVA maintained on statin and aspirin, vitamin D supplement being given. For neurogenic pain she is on gabapentin 100 mg daily, Tylenol 650 mg q.6h. p.r.n for musculoskeletal pain, Keppra 500 mg two tablet every 12h. for seizure, MiraLax 17 g daily for constipation. Local skin cream Aspercreme daily apply to the right knee the painful area. Otherwise the patient is stable. Continue all her current medications.
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