PROGRESS NOTE
PATIENT NAME: Milford, Carter

DATE OF BIRTH: 02/24/1954

DATE OF SERVICE: 01/30/2024
PLACE OF SERVICE: Future Care Charles Village.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old male has been admitted to subacute rehab status post recent coronary artery bypass graft. He also has ischemic cardiomyopathy, diabetes mellitus, paroxysmal atrial fibrillation maintained on anticoagulation and hypertension. The patient is feeling much better today. He was seen for followup cardiology today and he came back and at present no headache. No dizziness. No cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY: 

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

2. Hypertension.

3. Hyperlipidemia.

4. Atrial fibrillation and flutter. He is on Eliquis.

5. Cardiomyopathy. EF of 40-45%.

6. Ascending aortic aneurysm.

7. Peripheral vascular disease status post left femoropopliteal bypass in July 2023.

8. Bilateral renal artery stenosis.

9. Hiatal hernia.

10. Lumbar radiculopathy.

11. Necrotizing fasciitis status post skin graft.

12. Depression.

13. History of polysubstance abuse.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEM:

Constitutional: No headache. No dizziness. No sore throat.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting or diarrhea.

Musculoskeletal:  No pain.

Genitourinary: No hematuria.

Neurologic: No syncope.

Endocrine: No polyuria. No polydipsia.
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PHYSICAL EXAMINATION:
General: The patient is awake. He is alert oriented x3 and cooperative.

Vital Signs: Blood pressure 116/80. Pulse 98. Temperature 97.6 F. Respirations 18. Pulse ox 97%. Body weight 209.4 pounds.

HEENT: Normocephalic and atraumatic. Eyes – Anicteric. 

Neck: Supple. No JVD.

Chest: Nontender. Anterior chest to the surgical site sternal area wound has been healed.

Lungs: Decreased breath sounds at the bases. No wheezing.

Heart: S1 and S2 regular.

Abdomen: Soft. Nontender. Bowel sounds positive.

Extremities: Trace edema especially at the ankle area, but there is no calf tenderness.

Neuro: He is awake, alert and oriented x 3 and cooperative. 

LABS:  WBC 7.6, hemoglobin 10.1, hematocrit 33.6, sodium 140, potassium 4.7, chloride 107, CO2 25, glucose level 101, potasium 4.7, and creatinine 0.71.

ASSESSMENT:

1. The patient has been admitted for coronary artery disease status post coronary artery bypass graft.

2. Ischemic cardiomyopathy with reduced ejection fraction 40-45%.

3. Peripheral vascular disease.

4. Diabetes mellitus.

5. Paroxysmal atrial fibrillation.

6. Hypertension.

PLAN OF CARE: The patient was seen by the cardiology followup today and they have recommended that we can discontinue Lasix as a routine, but we can give Lasix 40 mg on daily basis p.r.n if the patient has a weight gain of more than five pounds in one week.  The patient will be maintained on statin and aspirin. The patient will be maintained on metoprolol. We will continue Entresto, spironolactone, and insulin. Blood sugar will be monitored closely. Follow BMP, daily rate and PT/OT followup. Care plan discussed with the nursing staff and also with the patient. For Afib, he is maintained on apixaban 5 mg b.i.d. He is already on statin and aspirin for coronary artery disease and he is getting semaglutide weekly for diabetes and also empagliflozin tablet daily. Care plan discussed with nurse.
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