LINDSEY, CEDRIC
DOB: 10/11/1957
DOV: 10/01/2024
HISTORY OF PRESENT ILLNESS: A 66-year-old gentleman, married for 15 years, not working, used to repair fire hydrants. He has no children. He is being evaluated today for end-of-life care.

He suffers from hypertension, hyperlipidemia, _______, tobacco abuse, COPD, gastroesophageal reflux, hypertension, and neuropathy.
PAST MEDICAL HISTORY: As above.
PAST SURGICAL HISTORY: No recent surgery.
MEDICATIONS: Amlodipine, enalapril 5/10 mg once a day, atorvastatin _______ mg once a day, Plavix 75 mg a day, Neurontin _______ three times a day, hydrochlorothiazide 25 mg a day, metformin 500 mg twice a day, Ozempic 0.5 mg weekly, _______ 40 mg a day, Tresiba insulin, valacyclovir and Vascepa 1 g daily.
ALLERGIES: None.
COVID IMMUNIZATIONS & FLU IMMUNIZATION: Up-to-date.
SOCIAL HISTORY: He is still able to drive and take care of himself. He has no ADL dependency. He has no bowel or bladder incontinence.
REVIEW OF SYSTEMS: The patient tells me he has no chest pain, shortness of breath, nausea, vomiting, hematemesis, hematochezia, seizure, or convulsion, but does not want to quit smoking.
PHYSICAL EXAMINATION:

VITAL SIGNS: O2 sats 90%. Pulse 66. Blood pressure 122/89.
NECK: No JVD.

LUNGS: Clear.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

ASSESSMENT/PLAN: A 66-year-old gentleman with hypertension controlled, COPD; borderline oxygen, tobacco abuse; must quit smoking, hyperlipidemia, diabetes, gastroesophageal reflux with no real need for end-of-life care and/or palliative care at this time. He appears to be handling his affairs quite well. We recommend continuing following up with his primary care physician.
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