PROGRESS NOTE

PATIENT NAME: Johnson, James

DATE OF BIRTH: 03/14/1939
DATE OF SERVICE: 01/15/2024

PLACE OF SERVICE: FutureCare Sandtown

The patient is seen at the nursing rehab today.
SUBJECTIVE: The patient is lying on the bed. He has no headache. No dizziness. No fever. No chills. He has occasional cough and congestion but no fever. No other complaint today.

PAST MEDICAL HISTORY:
1. History of COPD.

2. History of PE.

3. Cognitive impairment.

CURRENT MEDICATIONS: Reviewed by me Ventolin inhaler two puffs q.4h p.r.n., Spiriva HandiHaler one capsule daily, Dulera inhalation two puffs twice a day, Apixaban 5 mg b.i.d. for PE, Pepcid 20 mg daily, amlodipine 10 mg daily, multivitamin daily, lidocaine patch 4% apply daily for the pain and aches, Tylenol 650 mg q.6h p.r.n., and mirtazapine 50 mg daily at bedtime. He is also on Mucinex 600 mg b.i.d. for cough and congestion that was started, Voltaren gel to the right hip topical and he is also on DuoNeb treatment every four hours as needed for significant wheezing, lactulose 30 mL daily, Senokot/docusate two tablets daily, and MiraLax 17 g daily.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert, oriented, and cooperative. He has memory deficits.

Vital Signs: Blood pressure 122/60, pulse 80, temperature 97.1, respiration 18, and pulse ox 98%.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi at the bases. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake. He is alert and forgetful. No focal weakness.

ASSESSMENT:

1. COPD.

2. History of PE.

3. Cognitive impairment.
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PLAN: We will continue all his current medications reviewed by me. Care plan discussed with the nursing staff. No other acute issues reported today.

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

