FARRIS, PAUL
DOB: 12/05/1966
DOV: 03/22/2024
HISTORY OF PRESENT ILLNESS: Paul is originally from Dallas, lived in Houston most of his life. He used to work at Burger King and Jack in the Box and fast food restaurants. He has a history of gastroesophageal reflux, heart problems, anxiety, depression, asthma, bronchitis, COPD, hypertension, and diabetes. He also has poor dentition. Recently, he has shown evidence of weight loss; his BMI has dropped to 16 from 19.8, not eating and weakness.
PAST SURGICAL HISTORY: He had some kind of surgery done for small bowel obstruction.
MEDICATIONS: Risperdal 8 mg b.i.d., Tradjenta 5 mg once a day, Lasix 40 mg a day, levetiracetam 500 mg twice a day, aspirin 81 mg a day, Dilantin 100 mg t.i.d., Keppra 500 mg b.i.d., Remeron 15 mg a day, insulin 70/30 10 units twice a day, Farxiga 10 mg a day, Januvia 100 mg a day, Lasix 20 mg a day, aspirin 81 mg a day, amlodipine 10 mg a day, levothyroxine 50 mg a day, aspirin 81 mg a day, and Aricept 10 mg daily.
ALLERGIES: PENICILLIN and AMBIEN.
COVID IMMUNIZATIONS: Up-to-date.
SOCIAL HISTORY: He is a heavy smoker. He has been a smoker. He continues to smoke. He does not drink alcohol. He is single, never had any children.
FAMILY HISTORY: He does not know much about his father. He does not care to know about his father. Mother died of some sort of cancer.
REVIEW OF SYSTEMS: Paul appears to be confused at the time of examination and very thin. There has been a recent change in his medication. He was just hospitalized because of change in mental status and, since hospitalization, he is only taking the Cogentin 1 mg a day, Pristiq 50 mg a day, Sinequan 300 mg at nighttime, benzodiazepine 5 mg a day, and doxepin 50 mg. His insulin and his metformin remain the same, but other diabetic medications have been discontinued per caretaker. The patient requires 24-hour care around the clock because of his seizure disorder and other disabilities.

PHYSICAL EXAMINATION:

VITAL SIGNS: O2 sat 99%. Pulse 79. Respirations 18. Blood pressure 130/92.

NECK: No JVD.

LUNGS: Clear.

HEART: Positive S1 and positive S2.
ABDOMEN: Soft.

SKIN: No rash.

Muscle wasting noted.
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ASSESSMENT/PLAN:
1. Diabetes.

2. Associated weight loss.

3. History of bipolar disorder.

4. Hyperlipidemia.

5. Weakness, severe.

6. Gastroesophageal reflux.

7. We will obtain albumin level to evaluate the patient for protein-calorie malnutrition.

8. Anxiety.

9. Psych issues, long-term.

10. Overall prognosis is quite poor for Mr. Farris.
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