SMITH, FRANK
DOB: 10/15/1954
DOV: 12/18/2024
HISTORY OF PRESENT ILLNESS: A 70-year-old gentleman, recently discharged from the VA because of drug use and fentanyl poisoning. He has been sent home with naloxone nasal spray.

He states that he is still using drug from time-to-time. His paraphernalia and his drug pipe are in full display. He is single. He lives in a group home till he gets his house repaired. He has done different types of work in the past especially in food service.
PAST MEDICAL / SURGICAL HISTORY: CABG in 1999, military related injuries, seizures, has a cataract; needs cataract surgery, head injury in the 70s causing his seizures, hypertension, stroke earlier this year; still able to ambulate and DVT in the lower extremity.
MEDICATIONS: Xarelto for DVT, Tegretol 300 mg twice a day, trazodone 50 mg a day, lisinopril 5 mg a day, Prilosec 20 mg a day, albuterol inhaler, Lipitor 80 mg a day, Flexeril 10 mg a day, vitamin D, folic acid and Neurontin 400 mg a day. Also, he has prescription for naloxone.

ALLERGIES: Something that starts with a B.
IMMUNIZATIONS: COVID, flu and pneumonia shots are up-to-date.
FAMILY HISTORY: Father died of a stroke in 1978, mother just a few years ago with hypertension and renal insufficiency.
REVIEW OF SYSTEMS: He has right-sided weakness. He gets very anxious and very upset especially when you bring up the drug use. He has no nausea or vomiting. His walking is affected. He has slight right-sided neglect. No nausea or vomiting.
PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 174/94. Pulse 86. O2 sat 98%.

HEENT: Oral mucosa without any lesion.

NECK: No JVD.

LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGIC: Slight right-sided weakness noted.
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ASSESSMENT/PLAN: A 70-year-old gentleman with history of stroke, mild right-sided weakness, difficulty with ambulation, history of drug abuse; recently hospitalized with fentanyl poisoning, head injury, seizure disorder, coronary artery disease, COPD, extensive history of smoking in the past, history of gastroesophageal reflux and neuropathic pain. The patient is requesting pain medications, referred to a pain specialist for further evaluation.
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