PUNEDA, JOSEPH

DOB: 07/24/1943

DOV: 09/06/2023

REASON FOR VISIT: The patient is an 80-year-old male with history of diabetes and hypertension. He presents for followup for his lab results. He denies any acute distress or symptoms.

ALLERGIES: The patient has no known drug allergies.

REVIEW OF SYSTEMS:
HEENT: ENT: The patient denies any nasal discharge. No ear pain. No loss of hearing. He denies any sore throat. No painful swallowing. Eyes: The patient denies any blurred vision. No eye pain.

CARDIAC: The patient denies any chest pain or palpitations.

RESPIRATORY: The patient denies any shortness of breath or cough.

GI: The patient denies any abdominal pain. No nausea, vomiting, or diarrhea.

SKIN: The patient denies any rash. No abrasions.

MUSCULOSKELETAL: The patient denies any joint pain or joint swelling.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and oriented with no acute distress.

VITAL SIGNS: Weight 194.8 pounds. O2 saturation 99%. Blood pressure 124/70. Pulse 67. Respirations 18. Temperature 98.1.

HEENT: PERLA. EOMI. Tympanic membranes are pearly grey. No erythema. Oral mucosa is pink and moist.

NECK: Supple. No stiffness. No adenopathy.

HEART: S1 and S2 audible with regular rate and rhythm. No murmur noted.

LUNGS: Clear bilaterally. No wheezes, no crackles, or orthopnea.

ABDOMEN: Soft. Bowel sounds x 4 active. No tenderness. No palpable masses.

EXTREMITIES: The patient moves all extremities voluntarily with no joint stiffness.

NEUROLOGIC: The patient is alert and oriented x 3. No deficit noted.

SKIN: Warm and dry. No lesions, no abrasions, no erythema. Reflexes equal in all extremities. No deficit noted.

DIAGNOSES:
1. Type II diabetes.

2. Hypertension.

3. Lab review.
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PLAN: The patient’s lab reviewed with emphasis on his hemoglobin A1c, which remains stable but still elevated. The patient to continue on current medication regimen with proper compliance emphasized. Followup in three months.
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