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NEW PATIENT OFFICE VISIT

Patient Name: Ricky Greer

Date of Birth: 05/21/1984

Age: 39
Date of Visit: 06/26/2023

Chief Complaint: This is a 39-year-old pleasant Caucasian male patient who is here for a refill on his Vyvanse.

History of Presenting Illness: The patient has a history of ADHD for several years, has been on Adderall I think for sometime and then on Vyvanse. He is on 70 mg Vyvanse a day. He was seeing Dr. Dhaduk. He also has a history of hypertension for the last three years. He is on Maxzide one a day; does not know the strength and he is on amlodipine 2.5 mg one a day.

Past Surgical History: None. Denies any appendectomy, tonsillectomy or hernia repair.

Allergies: None known.

Social History: He is married. He has a child. Drinks one coffee and one soda a day. Rarely drinks alcohol. Denies drug abuse. He smoked for 20 years and still smokes one to five cigarettes per day. He does drink occasionally. Denies drug abuse.

Occupation: He has an associate degree and he is an insurance agent.

Preventive Services: He takes the flu vaccine; he has had the one for this last year and he has had one COVID vaccine and did not get the second dose.

Family History: Mother alive and well. Father has type II diabetes mellitus. He has one child healthy and has two siblings who are healthy.

Review of Systems:
Head: Denies any headache or dizziness.

Neck: Denies any masses.
Eyes: Denies any problem with vision.

ENT: Denies any sore throat, hearing problems, or earache.

Pulmonary: Denies cough, fever, shortness of breath.

Cardiovascular: Denies chest pain, palpitations or edema in lower extremities. Denies any irregular heartbeat.
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GI: Denies abdominal pain, nausea, vomiting, constipation or diarrhea.

GU: Denies any problem with urination.

CNS: Denies any muscular weakness. Denies dizziness or seizures.

Psychiatric: Does complain of anxiety and procrastination.

Physical Examination:

General: The patient does not appear anxious at this time. He is right handed.
Vital Signs:

Height 5’5” tall.

Weight 169 pounds.

Blood pressure initially was 160/100, recheck was 156/96. When I examined the patient after several minutes of history taking, his blood pressure was still 140/100. He did take his amlodipine 2.5 mg today.

Pulse 85 per minute. Recheck was 76 per minute.

Pulse oximetry 98%.

Temperature 97.2.

BMI 28.

Head: Normocephalic.

ENT: No evidence of acute infection.

Neck: Supple. No lymphadenopathy or thyromegaly. JVP nondistended.

Lungs: Quite 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 normal.

Extremities: No edema. Good peripheral pulses.

CNS: Grossly intact. Speech coherent. Mood is normal.

Psychiatric: Normal mood.

Assessment:
1. Uncontrolled hypertension.

2. ADHD history.

Plan: I did tell the patient that we have to follow the protocol and did EKG in the office, which shows sinus rhythm. No evidence of LVH on the EKG. Urine drug screen was negative. We will give him a lab order for fasting CBC, CMP, lipids which are the baseline labs. We will have the patient schedule for connectivity testing. He will return to the office in two weeks when hopefully all results are available and for prescription for his Vyvanse. He did ask me for non-narcotic prescription for something to calm his nerves down. I did give him a prescription for hydroxyzine hydrochloride 25 mg, dispensed #30, half to one tablet p.o. two to three times a day as needed for anxiety.
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Addendum: I did ask the patient to increase his amlodipine 2.5 mg to two a day. He will continue his Maxzide one a day. Hopefully, his blood pressure will be better with increase in dose of amlodipine and hydroxyzine to calm him down. He will check with Dr. Dave at the next visit.
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