PROGRESS NOTE

PATIENT NAME: Alston, Linda

DATE OF BIRTH: 12/28/1963
DATE OF SERVICE: 01/07/2024

PLACE OF SERVICE: FutureCare Charles Village

The patient is seen followup in the subacute rehab today.
SUBJECTIVE: No headache. No dizziness. No cough. No congestion. The patient has been admitted to the facility for subacute rehab because of ambulatory dysfunction, polyneuropathy, and diabetes. The patient also had CKD, neurogenic bladder, and bilateral leg edema. Today, the patient is doing well and lying in the bed. No headache. No dizziness. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:
1. Heart failure with preserved ejection fraction.

2. CKD.

3. Anemia.

4. Neurogenic bladder requiring Foley catheter.

5. Diabetes mellitus.

6. Anterior cervical discectomy in October 2023.
7. History of PE and DVT maintain on Apixaban.

MEDICATIONS: The patient has a facial rash getting local skin cream that has responded well, Senokot/docusate two tablets daily for constipation, Lasix 80 mg daily, for CHF, Protonix 40 mg daily for reflux, ferrous sulfate 324 mg daily for chronic anemia, Apixaban 5 mg b.i.d. for history of DVT and PE, Coreg 25 mg b.i.d., cyanocobalamin 1000 mcg daily, gabapentin 100 mg t.i.d., albuterol nebulizer treatment for every hours, loratadine 10 mg daily for allergies, oxycodone 10 mg q.4h p.r.n. for severe pain, Imdur 30 mg daily, Lipitor 40 mg daily, nifedipine XL 60 mg daily, MiraLax 17 g daily, naloxone for drug over dose if suspected, Humalog with sliding scale coverage, Retacrit 20,000 units 2 mL every Friday, and Tylenol 650 mg q.6h. p.r.n.
PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and oriented x3.

Vital Signs: Blood pressure 122/64, pulse 65, temperature 97.0, 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: Decreased breath sounds at the bases.
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Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: The patient has right heel DTI and pressure ulcer. The patient also has sacral wound and left heel DTI in the left buttock skin break.

Neuro: The patient is awake, alert, and oriented x3.

LABS: Recent lab WBC 8.06, hemoglobin 8.9, hematocrit 30.5, sodium 141, potassium 4.6, chloride 102, CO2 30, glucose 195, BUN 69, and creatinine 2.32.

ASSESSMENT: The patient has been admitted to the facility with multiple medical problems:
1. Ambulatory dysfunction.

2. Polyneuropathy.

3. Diabetes.

4. CHF with preserved ejection fraction.

5. Bilateral leg edema. For CHF, she has been maintained on Lasix. Leg edema responding very well to the diuretic. She is also maintained for hypertension, Coreg, nifedipine is maintained.

6. CKD due to diabetic nephropathy being monitored.

7. Anemia of chronic disease being monitored and she is getting supplement Retacrit.

8. Neurogenic bladder.

9. Status post Foley catheter.

10. Diabetes mellitus being monitored.

11. Insulin with sliding scale coverage.

12. History of anterior cervical discectomy and fusion in October 2023. PT/OT following the patient.

13. Chronic pain. She is on oxycodone as per hospital recommendation.

14. History of DVT and PE maintained on Apixaban.

PLAN: We will continue all her current medications. Followup BMP. Care plan discussed with the patient. Care plan discussed with the nursing staff. All the patient questioned answered. Time spent on the patient 38 minutes.
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