PROGRESS NOTE

PATIENT NAME: Carter, Lynette

DATE OF BIRTH: 
DATE OF SERVICE: 02/19/2024

PLACE OF SERVICE: Autumn Lake at Arlington West

SUBJECTIVE: The patient is seen today as a followup in subacute rehab. The patient has been doing fairly well. She denies any headache, dizziness, nausea, or vomiting. No fever. No chills. No nausea. No vomiting.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 136/70, pulse 80, temperature 97.6, and respiration 18.

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

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral no wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema. No calf tenderness.

Neuro: The patient is awake. She is alert and cooperative. She does have some memory impairment.

ASSESSMENT:

1. The patient has been admitted to subacute rehab with multiple comorbid conditions and brain meningioma.

2. Lungs nodule.

3. Ambulatory dysfunction.

4. Need PT/OT.

5. Fall precautions.

PLAN: I have discussed with the patient daughter regarding the code status. The patient has memory impairment and cognitive deficit. The patient neck stuck in the daughter and family has decided patient to be full code. New MOLST form was signed by me on 02/19/2024 and placed in the chart. Care plan was also discussed with the family. All her current medications will be continued.
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