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WELLNESS VISIT

Patient Name: Leslie Jackson

Date of Birth: 05/15/1972

Age: 51

Date of Visit: 06/26/2023

Chief Complaint: This is a 51-year-old pleasant African American male patient who is here for his wellness visit for Texas A&M.

History of Presenting Illness: The patient denies any problems today. He is scheduled for a stress test at Dr. Lammoglia’s office on 06/29/23. He had a consultation with him on 06/15/23. He probably had an EKG there.

Past Medical History: Significant for:

1. Hypertension.

2. Type II diabetes mellitus.

3. Hyperlipidemia.
4. He has had some arthralgia in the past.

Past Surgical History: He has had arthroscopy in his knee.

Current Medications:
1. Metformin 1000 mg one a day; used to be on twice a day and has been reduced to one a day.

2. Simvastatin 20 mg one h.s.

3. Metoprolol ER 100 mg one a day.

4. Glimepiride 4 mg one a day.

5. Losartan 50 mg one twice a day.

6. He was asked to take a baby aspirin one a day by Dr. Lammoglia. He has not started it yet. He is not sure why he should take it.

Family History: Positive for coronary artery disease in both mother and father. Negative for sudden cardiac death or aortic aneurysm.

Personal History: He is a nonsmoker. Occasionally, drinks alcohol. Denies drug use. He had cough with lisinopril.

Occupation: He works for Texas A&M something to do with solid waste disposal.
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Physical Examination:

General: The patient appears well and fit in no acute distress. He is right-handed.
Vital Signs:

Height 6’2” tall.

Weight 230 pounds.

Blood pressure today 104/60.

Pulse 52 per minute.

Pulse oximetry 100%.

Temperature 96.8.

BMI 29 to 30.

Head: Normocephalic.

ENT: No evidence of acute infection.

Eyes: PERLA.

Neck: Supple. No lymphadenopathy or thyromegaly. JVP not distended.

Lungs: Clear to auscultation. No wheezing, rhonchi or rales.

Heart: S1 and S2 heard with regular sinus rhythm. No gallops or murmurs.

Abdomen: Soft and not tender. Bowel sounds are normal. Hernial orifices are free.

Extremities: No edema.

CNS: Grossly intact.

Assessment:

1. Wellness visit.

2. Normal physical exam.

3. Hypertension.

4. Hyperlipidemia.

5. Type II diabetes mellitus.

Plan: We will give him a lab order for fasting CBC, CMP, lipids, hemoglobin A1c, urine for microalbumin, and TSH. We will call the patient back with lab results when available. He was encouraged to keep his appointment with Dr. Lammoglia’s office for a stress test.
Review of chart shows the patient did have Cologuard on 10/23/22. I did tell him that after October 2023, he should really think about getting a colonoscopy. He is a 51-year-old of African American race and he has no contraindications for colonoscopy and ideally he should get the screening colonoscopy. He will return to the office in six months for followup with Dr. Dave or soon if he has any problems.
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