BREWER, MARK
DOB: 09/18/1972
DOV: 06/26/2023
HISTORY: This is a 50-year-old gentleman here for a routine followup.

Mark has a history of opioid use disorder and hypertension. He is here for followup for this condition and medication refill. He states that since his last visit, he has had no reason to seek medical, psychological, surgical or emergency care, and today states he has no complaints. He request refill of his blood pressure medication.
The patient and I had a discussion about his pulse. He states he just had energy drink along with Pepsi and notes his symptoms after. He denies chest pain. Denies syncope. Denies diaphoresis. Denies shortness of breath. Denies calf pain. Denies coughing.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 95% at room air.

Blood pressure 122/85.

Pulse 22.

Respirations 18.

Temperature 97.8.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs. 

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Tachycardic. No murmurs. No peripheral edema or cyanosis. No calf tenderness. Negative Homan sign. No calf edema.
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ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. Mild distention secondary to obesity.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. He bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Opioid use disorder.

2. Medication refill.

3. Tachycardia.

4. Energy drink use/abuse.

PLAN: The patient had a lengthy discussion about energy drink and is associated with tachycardia. He states he understands and we will try and stop. He was however advised to come back to the clinic on Thursday or as soon as possible to have labs drawn and have EKG done and reevaluation of his heart rate. In the meantime, he was strongly discouraged from continuing these beverages. The patient was offered to have these exams today including EKG and labs. He indicated that he will prefer to come back in another day. He has to go back to work.

Urine drug screen was done today and PMP AWARxE. PMP AWARxE reveals no trend that is related to medication diversion or drug-seeking behavior.

Urine drug screen reveals no detection of unauthorized substances. However, Suboxone is positive where he takes as part of the program. 

Again, the patient is also to have labs drawn because of his heart rate to have him evaluated by EKG. He states he will come back and have it done. He will return for fasting labs, CBC, CMP, lipid profile, A1c, vitamin D, and cholesterol. He was strongly encouraged to go to the nearest emergency room if he starts to become symptomatic namely dizziness, chest pain, diaphoresis, and shortness of breath. He states he understands and will comply.
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