CROW, MARVIN
DOB: 05/20/1958
DOV: 01/17/2022
HISTORY: This is a 63-year-old gentleman here with discharge from his right eye. The patient states that he was in Austin at a function and he had some sand that got into his eyes approximately two or three days ago. He states he washed his eyes out, but in the last two days he woke up with his eyes red and today, he states he has discharge from his eyes. He stated this morning when he woke up his lids were closed shut with green discharge.

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 denies double vision. He reports blurred vision; however, he states when he uses a wet rag and wipes his eyes the blurred vision clears. Denies headache. Denies stiff neck. Denies chest pain. Denies nausea, vomiting or diarrhea. Denies abdominal pain.

PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 141/82.
Pulse 94.

Respirations 16.

Temperature 97.9.

HEENT: Normal. Eyes: Right: Green discharge present. Conjunctiva is injected. Visual acuity bilateral, the patient counts fingers with no difficulties. Funduscopic Exam: Red reflex normal. No ulcers noticed. No AV nicking bilateral eye.
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.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Soft and nontender. No organomegaly. Distended secondary to obesity.

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 x 3. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Acute conjunctivitis.

2. Hyperglycemia.

3. Diabetes type II, poor control, A1c at 13.
The patient’s lab was reviewed. The patient was here sometime earlier on 01/15/2022 where he had labs drawn. His glucose was 255 and A1c was 13.8. We had a lengthy discussion about these findings and he stated that during the time it was a festive season and he indulged in multiple foods that are not compatible with diabetes. He was offered insulin, he declined, he states he wants to continue his Trulicity and metformin and will repeat this test again in approximately three months and he states if it continues to be high, he will consider insulin.
Today, in the clinic, he was given the following medications:
1. Rocephin 1 g IM. This is to address his conjunctivitis, which appears to be bacterial. There is no periorbital redness or swelling, so he has no finding consistent with periorbital cellulitis. He was given a work excuse to return to work on Wednesday and discharged with the following medication.
2. TobraDex 0.3/0.1% ointment, he will apply 0.5 inches to the right eye four times daily for 10 days, he was given one tube. He was advised to come back to the clinic if he does not get better within two days or so.

3. Mobic 15 mg, he will take one p.o. daily for 14 days. This will help with his pain and inflammation. He was given the opportunity to ask questions, he states he has none.
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