HIGHLIGHT HEALTHCARE NURSING HOME
WOODSTOCK
HISTORY AND PHYSICAL
DATE OF VISIT:
09/05/2025
PATIENT:

ALAN LORVIG (02/17/1964)
H&P:
This is a 61-year-old male who is admitted here for about last year because he is not able to take care of himself and he does not have any place to stay.  He feels well.  He denies any nausea, vomiting, diarrhea, chest pain, shortness of breath, loss of consciousness, fever or chills.  He is very noncompliant.  He does not want to take any medications as recommended by his previous doctors.  He just wants to take A medication for his diuretic.
PMH:
Significant for CHF, atrial fibrillation, morbid obesity, COPD, sleep apnea, osteoarthritis and lymphedema.
FH:
Noncontributory.

SH:
Denies smoking, drinking, or any drug abuse.
ALLERGIES:
None.

MEDICATIONS:
As per attached list.

ROS:
As per history of present illness.

PE:
The patient is conscious, alert, awake, oriented x3.  Hemodynamically stable.
HEENT:  Head is atraumatic and normocephalic.  Pupils are equal and reactive to light.

NECK:  Supple.  No JVD.

HEART:  S1 and S2 irregular.  No gallop.

LUNGS:  Bilateral fair air entry.  No added sounds.
ABDOMEN:  Soft and nontender.

EXTREMITIES: 2+ edema with stasis dermatitis.
CNS:  No gross sensory or motor deficit is noted.
LABS & HOSPITAL RECORDS:  Reviewed.

A:
Hypertension, CHF, morbid obesity, obstructive sleep apnea, chronic respiratory failure, and stasis dermatitis.
P:
The patient is in this facility for sometime.  Significant amount of time was spent during admission including reviewing his old medical records, reviewing plan of care with nursing and rehab team.  He does not want any labs to be done.  He does not want medications to be given by psychiatrist or by me other than Bumex.  He is in oxygen whenever he feels he needs.  He refused to use CPAP.  He is aware of risks including stroke, heart attack, decompensated CHF, and sudden death.
__________________

Gurbax S. Saini, M.D.
