LAND, EMMIT
DOB: 03/31/1954
DOV: 10/12/2024
HISTORY OF PRESENT ILLNESS: This is a 70-year-old gentleman, homebuilder, lives with his nephew. The patient has had a history of coronary artery disease, history of CABG with two jumps in the past, valvular repair, was told that he needs more stent placement. He has chest pain, shortness of breath, difficulty with walking, but has chosen not to proceed with any further treatment and, for this reason, his nephew has asked for hospice to be involved in his care.
The patient’s primary care doctor is Dr. Jafir. The patient tells me that he is no longer able to go see her because of his weakness and wants to be cared for at home.

PAST MEDICAL HISTORY: Hypertension, depression, anxiety, coronary artery disease status post CABG, difficulty sleeping, hyperlipidemia, anemia, COPD, history of tobacco abuse and alcohol abuse.

PAST SURGICAL HISTORY: Steel plate left leg and CABG as mentioned.
ALLERGIES: None.
MEDICATIONS: Include Seroquel 200 mg a day, Prilosec 40 mg a day, metoprolol succinate 25 mg a day, Synthroid 25 mcg a day, aspirin 81 mg a day, Claritin 10 mg a day, Lipitor 80 mg a day, melatonin 5 mg a day, vitamin D 50,000 units a day, iron 325 mg a day, Risperdal 4 mg at nighttime.
COVID IMMUNIZATIONS: Up-to-date.
SOCIAL HISTORY: He is single. He has four children. He smokes. He does not drink alcohol currently.

FAMILY HISTORY: Father died of Alzheimer. Mother died of natural causes.
REVIEW OF SYSTEMS: Short of breath, weak, difficulty with walking, orthopnea and PND. Difficulty with doing ADLs, needing help of a provider ______ as well as his nephew. Decreased exercise tolerance, not able to walk without becoming short-winded. Symptoms of angina. History of atherosclerotic heart disease status post CABG, requiring further evaluation and treatment, which he is now refusing at this time. He has lost 5 pounds. He is not eating. He has decreased appetite. Complains of air hunger. Does not use oxygen at this time. The patient is weak and appears debilitated with a pasty skin and very pale.
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PHYSICAL EXAMINATION:
GENERAL: The patient appears very thin and debilitated.

VITAL SIGNS: His O2 sat is 94%. Pulse is 100. Respirations 18. Afebrile.
HEENT: Oral mucosa without any lesion.
NECK: Shows no JVD.
HEART: Positive S1 and positive S2.
LUNGS: Rhonchi.

ABDOMEN: Soft.
SKIN: Shows no rash. Pale.
NEUROLOGICAL: Moving all four extremities.
ASSESSMENT/PLAN: Here, we have a 70-year-old gentleman with coronary artery disease, atherosclerotic heart disease. No longer able to perform daily chores and ADL because of his coronary artery disease, history of angina, orthopnea and PND. He has refused any further workup. It is now hard for him to get to the doctor’s office, wants to be cared for at home. He also has a history of psychiatric disorder i.e. bipolar and anxiety with hypothyroidism.
The patient is at high risk of sudden death and would like to be cared for at home till he passes on. Given the natural progression of his disease, he most likely has less than six months to live.
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