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NEW PATIENT OFFICE VISIT

Patient Name: Ahmed Harhara

Date of Birth: 11/01/1994

Age: 28

Date of Visit: 06/22/2023

Chief Complaint: This is a 28-year-old pleasant Yemeni young man who is here to establish in the office as a new patient.

History of Presenting Illness: The patient states that he needs refills on his Adderall XR 20 mg one a day and propranolol 20 mg one a day. The patient used to see Dr. Joel Cook CHI Physician Group until December 2022. Then, when Dr. Cook left the practice, he was unable to get any primary care appointments within the group for several months. So, he decided to switch to Dr. Shailesh Dhaduk. Then, he was seeing Dr. Dhaduk from January until now.

Past Medical History:
1. History of ADHD for long time and he is taking Adderall since 2016.
2. He also has history of stuttering since childhood and he tried some speech therapy initially which did not help. He is on propranolol 20 mg per day, which does control it.
Denies any other major medical illness.

Past Surgical History: He had a fracture in the left forearm when he was in high school and participating in wrestling matches and sustained fracture of the bones of the left forearm and so he underwent pinning and rods placed and then subsequently they had to be removed. He denies any problems now.

Family History: Mother has glaucoma and hypertension. Father has diabetes and hypertension. Siblings are alive and well. Grandparents, he does not know the history.

Social History: He is single. He does not smoke. He drinks alcohol only on special occasions. Denies drug use. Not on any diet pills.

Preventive Services: He has not taken any flu vaccine or anything.

Education: He has a college degree from Texas A&M. He is currently working as a software engineer. He is originally from Detroit and just came to do his college in A&M and then stayed back here.
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Physical Examination:

General: The patient walked into the office. He is right-handed.
Vital Signs:

Height 5’10”.

Weight 179 pounds.

Blood pressure 120/80.

Pulse 75 per minute.

Pulse ox 100%.

Temperature 96.5.
BMI 26.

Head: Normocephalic.

ENT: Within normal limits. No evidence of tonsillar enlargement or any problems in the ears.

Eyes: PERLA.

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

Lungs: Quite clear to auscultation. No rales, rhonchi or wheezing.

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

Abdomen: Soft and nontender. Bowel sounds normal.

CNS: Grossly intact. I did notice that he does have some hesitation and stuttering.

Extremities: No edema. Peripheral pulses are good.

Assessment:

1. Stuttering.

2. History of ADHD.

Plan: We did order a CBC and a CMP at the lab. Also, ordered an EKG, which shows sinus bradycardia with a heart rate of 61, otherwise normal EKG. Preliminary urine drug screen at the office was negative except for amphetamines. We will wait on his lab results before ordering the Adderall. I did fax a prescription for propranolol 20 mg to Walmart on Longmire. We will do the connectivity testing for the ADHD. Once all the lab results and the testing are completed, we will review and then prescribe his Adderall XR for 30 days. I did ask him to return to the office in one month for followup with Dr. Nalini Dave.
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