PROGRESS NOTE

PATIENT NAME: Gregory, James

DATE OF BIRTH: 02/02/1945
DATE OF SERVICE: 01/07/2024

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today for followup in subacute rehab. The patient has coronary artery disease status post coronary artery bypass graft, severe mitral regurgitation status post bioprosthetic mitral valve replacement, moderate aortic regurgitation status post bioprosthetic valve, ASD status post closure, heart failure with preserved ejection fraction, paroxysmal atrial fibrillation, sick sinus syndrome status psot dual chamber pacemaker placement, COPD, and dyslipidemia. The patient has been admitted here for rehab. Today, he is complaining of pain and aches on the left hip. No trauma. No fall. He has a previous left hip surgery present. No headache. No dizziness. No cough. No congestion. No fever. No chills.

MEDICATIONS: The patient has been maintained on Xarelto 20 mg daily for chronic atrial fibrillation for CHF with preserved ejection fraction. The patient has been maintained on spironolactone 25 mg daily for coronary artery disease, continue statin 80 mg daily. He is also on 20 mg Lasix for CHF, metoprolol for hypertension, lidocaine patch to the left knee for pain for 12-hours, iron tablet 325 mg two time a day, Protonix 40 mg twice a day, and Tylenol 500 mg two tablets every eight hours. The patient will be continued on his current medications. PT/OT and fall precautions. I will advise the patient to be given Lac-Hydrin lotion 12% to the both legs for dry skin.
REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Left hip pain. Left knee pain but no trauma. No fall.

Genitourinary: No hematuria.

Neuro: No syncope.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert.

Vital Signs: Blood pressure 116/64, pulse 67, temperature 97.6, respiration 18, pulse ox 96%, and body weight 131.8 pounds.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.
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Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema. Chronic dry skin changes both hip. No swelling. No redness.

Neuro: He is awake, alert, and oriented x3.

LABS: WBC 10.04, hemoglobin 7.7, hematocrit 25.0, BUN 25, creatinine 1.2, and calcium 8.2. We did iron and ferritin level. Iron level is low 20.

ASSESSMENT:

1. The patient has been admitted with ambulatory dysfunction.

2. Coronary artery disease status post coronary artery bypass graft.

3. Severe mitral regurgitation status post bioprosthetic mitral valve replacement.

4. Moderate aortic regurgitation status post bioprosthetic valve.

5. Paroxysmal atrial fibrillation.

6. Sick sinus syndrome status post pacemaker.

7. COPD.

8. Previously history of left hip surgery.

9. Hyperlipidemia.

PLAN: The patient has been started on iron tablet for supplement because of iron deficiency anemia with multiple comorbid conditions. We will monitor him closely being on Xarelto also. We will get hematology consultations. Care plan discussed with the patient.
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