PROGRESS NOTE

PATIENT NAME: Alexander, Aron

DATE OF BIRTH: 09/23/1964
DATE OF SERVICE: 02/19/2024

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

SUBJECTIVE: The patient complaining of cough and congestion for the last few days. No nausea. No vomiting. No fever. No chills.

PAST MEDICAL HISTORY: CVA, expressive aphasia, hypertension, right hemiplegia due to stroke, bipolar substance use disorder overt recovery, and history of COPD.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness. No ear or nasal discharge.

Pulmonary: Complaining of cough and congestion.
GI: No vomiting or diarrhea.

Musculoskeletal: No pain.

Genitourinary: No hematuria.
Neuro: Right-sided weakness.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert, oriented x3, and cooperative. He had expressive aphagia.

Vital Signs: Blood pressure is 128/70, pulse 70, temperature 98.4, and respiration 18.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric. Throat congestion is present.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Edema present was chronic but no calf tenderness.

Neuro: He is awake, alert, and oriented x3. He has right-sided weakness from the previous stroke.

ASSESSMENT:

1. Acute bronchitis.

2. CVA with right-sided weakness.

3. Schizophrenia.

4. Bipolar disorder.

5. History of COPD.
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PLAN: The patient will be maintained on his routine medications antibiotic as advised. Cough syrup has been ordered. Care plan discussed with the patient and the nursing staff. We will monitor him closely. If the cough persists we will do chest x-ray and also followup.

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

