PROGRESS NOTE

PATIENT NAME: Beckhardt, Kathleen

DATE OF BIRTH: 11/16/1957
DATE OF SERVICE: 12/19/2023

PLACE OF SERVICE: Future Care Charles Village

SUBJECTIVE: The patient is seen today as a followup for subacute rehab. The patient has been doing fairly well. She is lying on the bed. She denies any cough or congestion. No fever. No chills. The patient has a known history of COPD, hypertension, schizophrenia, depression, hyperlipidemia, morbid obesity, generalized weakness, and ambulatory dysfunction. At present, she denies any headache, dizziness, or cough. No congestion. No nausea. No vomiting. No acute distress.
REVIEW OF SYSTEMS:
HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Pain but get better with medication.

Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:
General: The patient is awake. She is alert and cooperative.

Vital Signs: Blood pressure 132/70, pulse 77, temperature 98.0 F, respiration 18, and pulse ox 97%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Chronic edema both legs, but there is no calf tenderness.

Neuro: She is awake, alert, oriented x3, and cooperative.

ASSESSMENT:
1. The patient has morbid obesity.

2. COPD.

3. Recently treated for UTI.

4. History of schizophrenia and depression.

5. Hyperlipidemia.

6. History of hypothyroidism.

7. Chronic pain.

8. Diabetes mellitus.
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PLAN: The patient will be maintained all her current medications I have reviewed and lab reviewed. Care plan discussed with the nursing staff. No other issues reported by the staff.

Liaqat Ali, M.D., P.A.
