HISTORY & PHYSICAL

WILLIAMS, CRAIG LLOYD
DOB: 09/09/1960
DOV: 09/21/2024
Mr. Williams is a 62-year-old gentleman most recently in the emergency room with syncopal episode. The patient was found to be slumped over. He reports drinking a heavy amount of alcohol the night before. He has a history of alcohol abuse, peptic ulcer disease, tobacco abuse, hypertension, and hyperlipidemia. The patient’s surgical history is consistent with hernia repair. Chart review indicates the patient in the emergency room had evidence of anemia with H&H 12 and 34. No evidence of myocardial infarction. Albumin of 4 and protein of 7.5. Hemoconcentration suspected because of the patient’s alcohol abuse. Troponin within normal limits. Chest x-ray showed no evidence of pneumonia. EKG consistent with normal sinus rhythm with ectopics. The patient’s anemia worsened with hydration, H&H dropped down to 11 and 30.
MEDICAL PROBLEMS: Consistent with coronary artery disease, hypertension, hyperlipidemia, and diabetes.
COVID IMMUNIZATION: Not known.
MEDICATIONS: Amlodipine 10 mg once a day, Temovate cream 0.05%, Norco 5/325 mg p.r.n. for pain, pravastatin 20 mg once a day. 
PHYSICAL EXAMINATION:

VITAL SIGNS: Weight 180 pounds. Blood pressure 130/60. Pulse 88. Respirations 18.
NECK: No JVD.

LUNGS: A few rhonchi, otherwise clear.
HEART: Positive S1 and positive S2.
ABDOMEN: Soft.

SKIN: Chronic rash consistent with dermatitis over the right hand.

NEUROLOGIC: Mr. Williams is awake and alert today, moving all four extremities.

ASSESSMENT/PLAN:
1. Alcohol abuse.
2. Liver disease.

3. Hypertension.

4. Tobacco abuse.

5. COPD.

6. Anemia of chronic origin.

7. BPH.
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