[image: image1.wmf][image: image1.wmf]

HISTORY & PHYSICAL
PATIENT NAME: Peck, Roy
DATE: 06/18/2022

PLACE: Summer Place Nursing Home & Rehabilitation

HISTORY OF PRESENT ILLNESS: The patient is a 74-year-old African American male admitted for COPD with acute exacerbation. The patient has past medical history of coronary artery disease, coronary stent to RCA on May 2021, CHF with last echo in 2021 with an ejection fraction of 27% with severe left ventricular dysfunction, moderate tricuspid regurgitation, moderately severe mitral regurgitation, cardiomyopathy, PSO, NSVT, COPD, asthma, chronic pancreatitis, hepatitis C, kidney stones, GERD, BPH, anemia, atrial fibrillation, alcohol abuse, cocaine abuse, and tobacco abuse. The patient is a poor historian. He is noted to be noncomplaint on his medications. There has been no endorsement of nausea, vomiting, diarrhea, constipation, abdominal pain, chest pain, vision changes, hearing changes, or bleeding. Bedside nurse noted that patient is noncomplaint with medications and that he is refusing vital signs as well.

PAST MEDICAL HISTORY: Previously stated.

PAST SURGICAL HISTORY: Cholecystectomy, colonoscopy, coronary stent, EGD, hernia repair, cystoscopy with ureteral stent, and ESWL.
ALLERGIES: MORPHINE, and ADHESIVE.
SOCIAL HISTORY: History of tobacco use yes, chronic everyday smoker, history of alcohol use yes, history of recreational drug use yes, cocaine, and history of substance use yes, and marijuana. The patient is married and retired.

FAMILY HISTORY: Colon cancer and leukemia.

CURRENT MEDICATIONS: Albuterol sulfate nebulizer solution every six hours as needed, Eliquis 5 mg twice a day, bupropion 150 mg once a day, Plavix 75 mg once a day, digoxin 125 mcg once a day, diltiazem 120 mg once a day, furosemide 40 mg two times a day, Nitrostat tablet 0.4 mg as needed for chest pain, pantoprazole 40 mg once a day, potassium chloride 20 mEq two times a day, prednisone 20 mg two tablets once a day, senna as needed for constipation, spironolactone 25 mg once a day, tamsulosin 0.4 mg once a day, Toprol 25 mg two times a day, Trelegy Ellipta once a day, and Zofran 4 mg as needed for nausea.
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REVIEW OF SYSTEMS: As per above.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 108/61, temperature 97.5, heart rate 74, respirations 20, blood sugar 132, and oxygen 98% on room air. HEENT: Benign. 
Neck: Supple. No JVD noted. Lungs: Symmetric chest rise, significant scattered wheezing, and rhonchi bilaterally. Chest rises even symmetrically.  Cardiovascular: Regular rate and regular rhythm. Normal S1 and S2. No clicks, rubs, or murmurs. Abdomen: Soft, nontender, and nondistended. Bowel sounds present x4. Neurological: Grossly nonfocal. Dermatological: Shows no suspicious lesions.

ASSESSMENT AND PLAN:
1. Acute respiratory failure. Continue current therapy and oxygen supplementation as needed.

2. COPD with exacerbation. Continue current medications and oxygen supplementation as needed. Smoking cessation education given to patient.

3. Congestive heart failure. Continue current medications.

4. Atrial fibrillation. Continue current medications.

5. Malnutrition. Continue adequate diet intake and encouragement.
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