MURILLO, LUIS
DOB: 09/20/1973
DOV: 01/13/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today for followup, was seen approximately three days ago in the clinic for upper respiratory infection, states that he has no longer had anymore symptoms and requests clearance to back to work, also requests extension of the Bromfed; this has helped him with the cough.
PAST MEDICAL HISTORY: Hypertension, diabetes, and arthritis.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.
ASSESSMENT: Cough and upper respiratory infection.
PLAN: We will draw labs in the office as it has been over nine months. His last A1c was 10.7 and requesting adjustment of his medications to help with the diabetes. At this time, the patient has no plan for diet or exercise adjustments. We will draw labs now and discuss findings whenever they come in with the patient as far as options for weight loss medications or adjustment of diabetes medications. The patient is discharged in stable condition.
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