HARVEY, ALAN
DOB: 12/25/1967
DOV: 06/09/2025
HISTORY: This is a 57-year-old gentleman here for followup.
Mr. Harvey has a history of insulin-dependent diabetes, acne, hypercholesterolemia and hypertension. He is here for followup for these conditions and medication refill. He stated since his last visit, he has had no need to seek medical, psychological, emergency or surgical care.
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: The patient reports runny nose, cough. He states he has had these symptoms in the last two days or so. He has been using over-the-counter medication with no improvement. He states he usually has allergies, but this seemed a little different. He also reports pain and pressure behind his eyes and his cheeks. He states this has been going on for a while, but has gotten worse in the last three days. Denies stiff neck. Denies nausea, vomiting or diarrhea. Denies increased temperature. Denies rash. He states he has a history of acne, but no new rashes.
PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 92% at room air.

Blood pressure 133/82.

Pulse 91.

Respirations 18.

Temperature 98.0.
NOSE: Congested with green discharge. Erythematous and edematous turbinates.

RESPIRATORY: Good inspiratory and expiratory effort. The patient is in no respiratory distress. No use of accessory muscles. He does cough with deep inspiration.

CARDIAC: No peripheral edema or cyanosis.
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SKIN: No abrasions, lacerations, macules, or papules. He has open and closed comedones discretely distributed on his forehead, cheeks and chin.

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

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:

1. Chronic acne.
2. Flu B infection.
3. Acute sinusitis.

4. Acute rhinitis.

5. Insulin-dependent diabetes.

6. Hypercholesterolemia.

7. Dry eyes.

8. Hypertension.

PLAN: The following were done in the clinic today. Flu and COVID tests. COVID is negative. Flu is positive for flu B. Labs are drawn. Labs include CBC, CMP, lipid profile, A1c, PSA, vitamin D, T3, T4 and TSH.
The patient’s medications were refilled as follows:
1. Vasotec 20 mg one p.o. daily for 90 days #90.

2. Atorvastatin 20 mg one p.o. daily for 90 days #90.

3. Fenofibrate 160 mg one p.o. daily for 90 days #90.

4. Tretinoin 0.1% gel applied daily for 90 days #60 g.

5. Lantus insulin 100 units; 50 units in the morning and 50 units in the evening.

6. Restasis one to two drops daily for 90 days.

7. Glipizide 2.5 mg one p.o. daily for 90 days.

8. Insulin syringes two boxes.

9. Zithromax 250 mg two p.o. now, one p.o. daily until gone.

10. Tamiflu 75 mg one p.o. b.i.d. for five days #10.

11. Allegra 180 mg one p.o. daily for 30 days #30.

12. FreeStyle Libre 2 14 Day with three refills.
The patient was given the opportunity to ask questions, he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

