FAINES, SYLVESTER

DOB: 09/17/1960
DOV: 04/24/2024
HISTORY OF PRESENT ILLNESS: The patient is a 63-year-old gentleman with history of GERD, anxiety, chronic pain, and hypertension. He lives alone. He has a caretaker that sees about his needs. The patient tells me that he is single, he used to work in a meat market, divorced and has three children. He continues to smoke. He does not drink alcohol.

PAST SURGICAL HISTORY: The only surgery he recalls is hemorrhoid surgery years ago.

MEDICATIONS: Protonix 40 mg a day, nitroglycerin p.r.n., Xanax 1 mg t.i.d., tramadol 50 mg p.r.n. for pain, tizanidine 4 mg b.i.d., and Procardia 30 mg XL.

ALLERGIES: None.

COVID IMMUNIZATIONS: None.

FAMILY HISTORY: Lots of cancer, coronary artery disease, hypertension, and MI, but he cannot recall who had what.

REVIEW OF SYSTEMS: The patient complains of being short of breath, but he is able to walk to the store. He lives upstairs. He is not on oxygen. He does take nitroglycerin when he has chest pain. He has muscle spasm, anxiety, and symptoms of chronic pain.

PHYSICAL EXAMINATION:

VITAL SIGNS: O2 saturation is 97%, pulse is 98, respirations 18, and blood pressure is 140/95.

NECK: Shows no JVD.

LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: Shows no rash.

LOWER EXTREMITIES: Show no edema.
ASSESSMENT/PLAN:
1. COPD. No bowel or bladder incontinence. The patient is able to walk with some shortness of breath. He is able to walk upstairs and walk to the store. No sign of pulmonary hypertension.

2. Stable angina.

3. Chronic pain.

4. Muscle spasm.

5. Hypertension.
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