PROGRESS NOTE

PATIENT NAME: Chapman, Sheila

DATE OF BIRTH: 12/15/1957
DATE OF SERVICE: 

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today for followup at the nursing home for monthly visit. The patient denies any headache, dizziness, nausea, or vomiting. She does have a pain and aches in the knee and the back get relief with the medication.

MEDICATIONS: Reviewed.

REVIEW OF SYSTEMS:

HEENT: No headache. No dizziness.

Pulmonary: No cough.

Cardiac: No chest pain.

GI: No vomiting.

Musculoskeletal: Pain and aches.

PHYSICAL EXAMINATION:

General: The patient is awake. She is alert and oriented x3.

Vital Signs: Blood pressure 132/74 and pulse 78.

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

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. No calf tenderness.

Neuro: She is awake, alert, and oriented x3. She has left side weakness secondary to stroke and she use wheelchair to ambulate.

LABS: Reviewed.

ASSESSMENT: The patient is admitted with:
1. CVA and ambulatory dysfunction.

2. Diabetes mellitus.

3. CVA with left-sided weakness.

4. Arteriosclerosis coronary artery disease.

5. Obesity.
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PLAN: Medication reviewed and lab reviewed. Care plan discussed with the nursing staff. No other issues reported.

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

