SAMKUTTY, CHACO
DOB: 02/03/1963
DOV: 07/12/2025
HISTORY: This is a 63-year-old gentleman here for routine followup.
The patient has a history of diabetes, BPH, and hypertension. He is here for followup for these conditions and medication refill. He states since his last visit, he has not had to seek medical assistance for emergency psych or surgical issues. He states today he continues to have a cough and weight loss. He states this has been going on for a long while, he had a chest x-ray. X-ray was unremarkable. He indicated that he continues to have frequent urination and attributed that to an infection of some sort. The patient also reports weight loss.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no significant changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no significant changes.

MEDICATIONS: Reviewed and compared to last visit, no significant changes.

ALLERGIES: Reviewed and compared to last visit, no significant changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no significant changes.

FAMILY HISTORY: Reviewed and compared to last visit, no significant changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except those mentioned above.
PHYSICAL EXAMINATION:

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

O2 saturation 96% at room air.

Blood pressure 110/75.
Pulse 70.

Respirations 18.

Temperature 98.0.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion. The patient has not been displaying a significant cough while in the clinic.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

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. Hyperglycemia.
2. Painful urination.
3. Chronic cough.

4. Weight loss.

5. Fevers of unknown origin.

6. Frequency.

PLAN: Urinalysis was done in the clinic today. Urinalysis reveals glucose at 500. This may be responsible for the patient’s frequent urination. We discussed this fact but the patient thinks something else.

The patient was given a consult to urology because of his enlarged prostate and ultrasound. No frequent urination while. I think the frequency is the result of his diabetes. The patient still thinks it is something else so I am going to refer him to the urologist for his enlarged prostate.
The patient was recently seen at Memorial Hermann for a thyroid nodule. That result has not been made available to us and today is Friday they are closed. We will call him on Monday for that results.

The patient was sent home with his normal medications:

1. Xigduo 5/1000 mg one p.o. b.i.d. for 90 days #180.

2. Doxazosin 2 mg one p.o. daily for 90 days #90.

3. Ozempic 4/3 mL he will take one mL subQ weekly next for #90.

4. Amlodipine besylate 10 mg one p.o. daily for 90 days #90.

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

6. Omeprazole 20 mg one p.o. daily for 90 days #90.
He was given the opportunity to ask questions, he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

