SIMMS, L. D.
DOB: 02/05/1972
DOV: 10/01/2024
HISTORY OF PRESENT ILLNESS: A 52-year-old gentleman, works as a landscaper. He is single, lives with his mother. He does smoke. He does drink. He is able to drive when his car is working.
He appears quite thin and debilitated.

The patient has chronic hip pain because of crushed hip and he had an accident years ago. He has lost weight. He continues to smoke. He has a history of COPD and shortness of breath with activity.
PAST SURGICAL HISTORY: Hip accident, hip replacement.
MEDICATIONS: Nitroglycerin 1/150 grain p.r.n., Lipitor 10 mg at nighttime, he has Trelegy and O2 sat machine on the side and Norvasc 10 mg, but he does not use his O2 very much, Norco and Neurontin of pain.
ALLERGIES: None.
FAMILY HISTORY: Mother and father had high blood pressure.
REVIEW OF SYSTEMS: He has lost weight. He is weak. He has had some chest pain, orthopnea and PND. He is on nitroglycerin. No hematemesis, hematochezia, seizure, or convulsion.
PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 141/89. Pulse 67. O2 sat 87%.

NECK: No JVD.

LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

EXTREMITIES: Lower extremity shows evidence of muscle wasting.

ASSESSMENT/PLAN: A 52-year-old black man with COPD on Trelegy and not tachycardic, anxiety, chronic pain, hip pain, continues to smoke; needs to quit smoking, history of hyperlipidemia, orthopnea, PND, and stable angina on nitroglycerin at this time.
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