PROGRESS NOTE

PATIENT NAME: Jones, William

DATE OF BIRTH: 11/02/1956
DATE OF SERVICE: 03/20/2024

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today as a followup in the nursing rehab. The patient is doing well. He denies any headache, dizziness, nausea, or vomiting. No fever. No chills. He has a legal blindness and ambulatory dysfunction. At present, no other complaint.

PHYSICAL EXAMINATION:

General: He is awake. He is alert and lying on the bed. He is forgetful, disoriented, and memory is impaired.

Vital Signs: Blood pressure 126/66, pulse 64, temperature 97, and respiration 18.

HEENT: Head – atraumatic and normocephalic. Eyes anicteric.

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: The patient is awake, alert, and oriented x1-2 only.

ASSESSMENT:

1. Ambulatory dysfunction.

2. History of abdominal aortic aneurysm.

3. Ambulatory dysfunction.

4. History of frequent fall.

5. Generalized weakness.

6. History of motor vehicle accident resulting in liver injury in the past.

7. History of PE in the past.

8. History of subdural hematoma in the past.

9. History of abdominal aortic aneurysm.

PLAN: We will continue all his current medications. Discussed with nursing staff no new issues reported today.
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