PROGRESS NOTE

PATIENT NAME: Saunder, Robert

DATE OF BIRTH: 03/08/1954
DATE OF SERVICE: 02/16/2024

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today as a followup at the nursing rehab. The patient has been doing fairly well. He denies any headache, dizziness, nausea, or vomiting. No fever. No chills. No cough. No congestion.

PAST MEDICAL HISTORY:

1. H. pylori infection.

2. Alcohol abuse.

3. History of prostatic hypertrophy.

4. HIV disease.

5. Polyneuropathy.

6. History of Wernicke's encephalopathy.

7. Alcohol use disorder.

8. Heart failure with reduced ejection fraction.

9. History of DVT and PE in the past.

10. Seizure disorder.

11. Cognitive impairment.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: No pain.

PHYSICAL EXAMINATION:

General: The patient is awake. He is alert but forgetful.

Vital Signs: Blood pressure 130/78.

Neck: Supple. No JVD.

Lungs: Clear. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and nontender. Bowel sounds are positive.

Extremities: Trace edema. No calf tenderness.

Neuro: He is awake and forgetful.
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ASSESSMENT: The patient has been admitted due to deconditioning with multiple medical problems:
1. Seizure disorder.

2. Cognitive impairment.

3. Wernicke's encephalopathy.

4. History of alcohol abuse.

5. History of polyneuropathy.

6. HIV disease.

PLAN: We will continue all his current medications reviewed by me.

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

