KAYS, MARK

DOB: 12/22/1970
DOV: 02/10/2022
HISTORY: This is a 51-year-old gentleman here for a routine followup. The patient has a history of hypercholesterolemia, low T, erectile dysfunction, obesity and hypertension. He is here for followup for these conditions and medication refill. He states since his last he has had no need to seek medical, psychological, surgical or emergency care and today, he states he has no complaints.

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: All systems were reviewed and were negative.

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

VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 133/84.
Pulse 110.

Temperature 97.8.

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.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No rebound. No rigidity. Normal bowel sounds.

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.
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ASSESSMENT/PLAN:
1. Hypercholesterolemia.

2. Elevated testosterone.

3. Erectile dysfunction.

4. Obesity.

5. Hypertension.

Labs were reviewed. These labs were drawn approximately three months ago and they revealed elevated testosterone 304 versus 50 maximum. Thyroid was normal. Cholesterol was elevated; total cholesterol 291, triglycerides 198 and LDL cholesterol 209. Hemoglobin A1c was normal. PSA was 1.6.

The patient was advised to stop taking his testosterone. He has testosterone at home, which he takes at home. He was advised to stop because of the elevated lab. He states he understands and will comply.

Medications were refilled as follows:

1. Tadalafil 20 mg one p.o. daily for 30 days, #30.

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

3. Lisinopril/HCTZ 20/25 mg one p.o. daily for 90 days, #90.
He was given the opportunity to ask questions, he states he would like to have something for allergy. He stated that around this time he will get lots of runny nose and congestion. He was given samples of Ryvent 6 mg, advised to take one p.o. twice daily. If it works for him, he was advised to call us, so we can give him a prescription for longer periods. Advised to increase fluids, to come back to clinic if worse or to go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

