HENRY, PATRICK DAVID

DOB: 07/14/1958

DOV: 03/08/2024

HISTORY OF PRESENT ILLNESS: This is a 65-year-old gentleman with history of COPD, diabetes, anxiety evaluated for possible end-of-life care.

He is 65 years old. He is a smoker. He lives in a group home. He used to be in pest control business. He is single and has two children. He suffers from diabetes, COPD, and hypertension 

The patient has history of CHF, diabetes, hypertension and anxiety.

PAST SURGICAL HISTORY: None.

ALLERGIES: None.

CURRENT MEDICATION: *______* 500 mg b.i.d, Ozempic 1 mg weekly, inhaler, albuterol, losartan 100 mg and nebulizer treatment.

SOCIAL HISTORY: He is an extensive smoker. He smoked and at the time of interview he would not put his cigarette down. He does not drink alcohol. He lives at home with group home and caretaker.

FAMILY HISTORY: He does not know much about his mother and father.

PHYSICAL EXAMINATION:
GENERAL: Mr. Davis is somewhat withdrawn. He does not like to talk. He appears to be in no distress.
VITAL SIGNS: Blood pressure 120/70. Pulse 88. Respirations 18.

NECK: Shows no JVD.

HEART: Positive S1. Positive S2.

LUNGS: Clear.

ABDOMEN: Soft.

SKIN: Shows no rash and moving all four extremities.

ASSESSMENT/PLAN:
1. COPD.
2. Continues to smoke.
3. Diabetes on Ozempic and metformin.

4. I have no records regarding his possible CHF. There is no evidence of CHF on exam. We discussed the possibility of stopping smoking, but he is not interested at this time.

5. Blood pressure is stable.
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6. Activity stable.

7. He is alert and awake in no distress.

8. He is movable and quite strong, able to care for himself.

9. Anxiety that is to be treated by the patient’s primary care physician.
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