PROGRESS NOTE

PATIENT NAME: Battle, Ronald

DATE OF BIRTH: 04/11/1950
DATE OF SERVICE: 02/19/2024

PLACE OF SERVICE: Autumn Lake Healthcare at Arlington West

SUBJECTIVE: The patient is seen today for followup at the nursing for a followup monthly visit. The patient has been doing well. No headache. No dizziness. No cough. No congestion. No fever. No chills.

MEDICATIONS: Reviewed.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure is 128/70, pulse 80, temperature 97.4, and respiration 18.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: No edema.

Neuro: He is awake, forgetful, and disoriented.

LABS: Reviewed.

ASSESSMENT:

1. Seizure disorder.

2. Alcohol abuse.

3. Dementia.

PLAN: The patient will be continued all his current medications. I have reviewed the lab BUN is 10, calcium 9.3, chloride 106, creatinine level is 0.6, glucose 69, potassium 4.2, sodium 141, hemoglobin 11.2, and hematocrit 36.4. The patient is medically stable.
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