PATIENT NAME:  Jessica Dunn Chester
DOS:  07/24/2023
DOB:  06/20/1954
HISTORY OF PRESENT ILLNESS:  Mr. Dunn is a very pleasant 69-year-old male with history of COPD, oxygen dependent, history of congestive heart failure, history of chronic lower extremity lymphedema, who was admitted to the hospital. While using his oxygen, he lit a lighter to his face to smoke marijuana.  He was admitted to the hospital.  He developed facial burns as well as burns on his palms and hands.  There were no burns to the nasopharynx on laryngoscopy.  Labs were unremarkable.  I have also requested that he be evaluated for long-term care since he is unable to take care of himself.  The patient was admitted to the hospital.  The patient was otherwise doing better.  His breathing was stable.  PT/OT and social work was consulted.  The patient was evaluated by surgery.  No need of acute intervention.  The patient was subsequently discharged from the hospital and admitted to Wellbridge Rehabilitation Facility.  At the present time, he denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  Overall, he feels better.
PAST MEDICAL HISTORY:  Significant for congestive heart failure, COPD, oxygen dependent, hypertension, chronic lymphedema, and degenerative joint disease.

PAST SURGICAL HISTORY:  Significant for rotator cuff repair and right leg surgery.
ALLERGIES: PENICILLIN.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.
SOCIAL HISTORY:  Smokes marijuana.  Alcohol – none.
REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI.  He does have history of congestive heart failure.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  He does have history of COPD oxygen dependent.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He does have history of gastroesophageal reflux.  No history of peptic ulcer disease.  Genitourinary:  No complaints.  Neurological:  Denies any complaints of any seizures. No history of TIA or CVA.  No focal weakness in the arms or legs.  Musculoskeletal:  He does complain of joint pain and history of arthritis.  All other systems are reviewed and found to be negative.
PHYSICAL EXAMINATION:  Vital Signs:  Reviewed and as documented in EHR.  HEENT:  Normal.  Pupils were equal, round, and reactive to light.  Extraocular movements were intact.  Facial burns present around the face and nasopharynx area.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Diminished breath sounds in the bases.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  Chronic lymphedema both lower extremities.
IMPRESSION:  (1).  Superficial burns to the face and hand.  (2).  COPD.  (3).  Congestive heart failure.  (4).  Hypertension.  (5).  Degenerative joint disease.  (6).  History of sleep apnea. (7).  Chronic lymphedema both lower extremities. (8).  Generalized weakness.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  He was counseled about not smoking any lighter while using oxygen.  Continue other medications.  Physical and occupational therapy would be consulted.  We will continue other medications.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.
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