PROGRESS NOTE

PATIENT NAME: Branch, Glenn

DATE OF BIRTH: 08/11/1966
DATE OF SERVICE: 01/20/2024

PLACE OF SERVICE: Autumn Lake at Arlington West

SUBJECTIVE: The patient is seen today at the subacute nursing rehab for followup of his CVA, and hypertension. This is 57-year-old male with history of hypertension, hyperlipidemia, anoxic brain injury, previous CVA, and right MCA territory with left hemiparesis. He has been admitted for continuation of care. Today, when I saw him, no headache. No dizziness. No nausea. No vomiting. No fever. No chills.

PAST MEDIAL HISTORY:
1. Hypertension.

2. Right MCA stroke with left hemiparesis.

3. Dysphagia.

4. Alcohol abuse.

5. Substance abuse.

6. Hyperlipidemia.

PHYSICAL EXAMINATION:

General: The patient is awake and lying on the bed in no acute distress.

Vital Signs: Blood pressure 124/70, pulse 70, temperature 98.2, respiration 18, and pulse ox 98%.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

Neck: Supple.

Chest: Nontender.

Lungs: Clear.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No leg edema.

Neuro: He is awake and alert but forgetful and disoriented.

ASSESSMENT:

1. CVA with left hemiparesis.

2. Hypertension.

3. Dyslipidemia.

4. Dementia.

5. Hypertension.

PLAN: The patient’s all the current medication will be continued. I have reviewed fall precautions. Care plan discussed with nursing staff. No other acute issues reported.
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