LUNA, JUAN

DOB: 06/24/1972
DOV: 02/08/2022
HISTORY OF PRESENT ILLNESS: This 49-year-old male presents to the clinic for a refill on his medications. He does not have any other complaints.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: Discussed with the patient and placed in chart.

PAST MEDICAL HISTORY: Hypertension, hyperlipidemia, diabetes, erectile dysfunction, and hypogonadism.

PAST SURGICAL HISTORY: Denies.

SOCIAL HISTORY: Denies drugs or smoke. Admits to ETOH socially.

REVIEW OF SYSTEMS: See HPI.

PHYSICAL EXAMINATION:

GENERAL: He is alert, pleasant, cooperative, well nourished, and well groomed.

VITAL SIGNS: Blood pressure 149/85. Heart rate 85. Respiratory rate 16. Temperature 98.7. O2 saturation 99%. He weighs 177 pounds.

HEENT: Mucous membranes moist. Pupils PERL.

NECK: Negative JVD. Normal range of motion.

LUNGS: Respirations are even, unlabored. Clear to auscultation bilaterally.

HEART: S1 and S2.

ABDOMEN: Soft and nontender. Bowel sounds x 4.

EXTREMITIES: Normal range of motion. No edema.

NEUROLOGIC: A&O x 4. Gait is steady.

SKIN: Warm and dry. No rash. No lesions.

ASSESSMENT:
1. Hypertension.

2. Diabetes.

3. Rule out sleep apnea.

PLAN: The patient did have blood drawn today because he is due for blood work as the last that we have on file was from August and we will give him a prescription for all of his medications for the next three months. The patient states that he does snore loudly and he might have sleep apnea that he wanted to be evaluated for. So, I will order a sleep study for him to do outpatient and we will discuss those results once they return. The patient does agree with this plan of care and he was given the opportunity to ask questions, he has none at this time.
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