WILLIS, GREGORY

DOB: 06/30/1965

DOV: 01/08/2022

HISTORY: This is a 56-year-old gentleman here to establish care for his chronic medical issues.

The patient has history of hypertension, which is not well controlled. He indicated that “he has not taken his medication for a while”. He stated he cannot remember the last time he took this medication.

PAST MEDICAL HISTORY: Reviewed and compared to the last visit, no changes.

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

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

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

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

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

REVIEW OF SYSTEMS: The patient reports penile discharge. He endorses unprotected sex recently with a new partner.

Denies nausea, vomiting or diarrhea. Denies headache. Denies blurred vision or double vision.

PHYSICAL EXAMINATION:

GENERAL: He is an alert and oriented, obese gentleman, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 237/136. Repeat blood pressure is 217/117.

Pulse 98.

Respirations 18.

Temperature 98.9.

HEENT: Normal. Nose: Clear discharge, congested. Erythematous and edematous turbinates.

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

RESPIRATORY: Good inspiratory and expiratory effort. No adventurous sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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GU: There is a whitish clear milky discharge from his penis. No testicular discomfort. No testicular pain to palpation. Negative Prehn sign.

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. Urethritis.

2. Fatty liver.

3. Obesity.

4. Hypertension poorly controlled.

5. Cerebrovascular accident.

6. Acute rhinitis.

PLAN: Today, we did the following for this patient: Lab work was done. Lab work includes CBC, CMP, lipid profile, A1c, testosterone level, PSA level, T3, T4, TSH, vitamin D levels, gonorrhea and chlamydia via urine. He was given an injection of Rocephin 500 mg IM in the clinic. After injection, he was observed in the clinic for approximately 20-30 minutes, then reevaluated, he reports no side effects from the medication.

An ultrasound was done today of all organ systems considering the patient has elevated blood pressure and these numbers are significant and they can cause damage to his organs. Ultrasound was done to assess his organ status. This reveals a fatty liver. All other systems in the abdomen and pelvic were normal.

The patient’s medications were refilled and new medication added as follows:
1. Viagra 100 mg one p.o. half an hour to 4 hours prior to intercourse #30.

2. Lisinopril 40 mg one p.o. daily for 90 days #90.

3. Warfarin 7.5 mg two tablets p.o. daily for 90 days #180.

4. Nifedipine ER 90 mg one p.o. daily for 90 days #90.

5. Clonidine HCl 0.2 mg one p.o. t.i.d. for 90 days.

6. Zolpidem ER 12.5 mg one p.o. q.h.s. for 30 days #30.

The patient was given the opportunity to ask questions, he stated he has none. He was advised that as soon as the labs are back we will call him for a discussion if any significant.
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