PROGRESS NOTE

PATIENT NAME: Brown, Deborah

DATE OF BIRTH: 11/05/1958
DATE OF SERVICE: 02/05/2024

PLACE OF SERVICE: FutureCare Charles Village

SUBJECTIVE: The patient is seen today as a followup at the nursing home. The patient is lying on the bed. She denies any headache, dizziness, nausea, or vomiting. Her appetite is poor but no cough. No congestion. No fever. No chills.

PAST MEDICAL HISTORY:

1. History of CVA.

2. Diabetes mellitus.

3. Hypertension.

4. History of substance abuse.

5. Ambulatory dysfunction due to stroke with right sided weakness.

MEDICATIONS: Reviewed.

PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure 130/70, pulse 76, respiration 18, and temperature 98.2.

Neck: Supple. No JVD.

Chest: Nontender.

Lungs: Bilateral rhonchi. No wheezing.

Heart: S1 and S2.

Abdomen: Soft and bowel sounds present. No rebound. No rigidity.

Extremities: Chronic edema but there is no calf tenderness.

Neuro: She is awake, alert, right-sided weakness, and cooperative.

LABS: Reviewed.

ASSESSMENT:

1. CVA with right-sided weakness.

2. Diabetes mellitus being monitored.

3. Hypertension controlled.

4. History of substance abuse maintain on methadone.

PLAN: We will continue all her current medications. Monitor oral intake. The patient has recently some weight loss with dietitian consultation. The patient will be monitored very closely.
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