Patient Name: Andrew Viera
DOS: 02/16/2022
VITAL SIGNS: Temperature 98.0, blood pressure 100/62, pulse 78, respiratory rate 14, and weight 190 pounds.

HISTORY OF PRESENT ILLNESS: The patient presents today for his annual physical exam. The patient denies nausea or vomiting. Denies lymphadenopathy. He reports he has areas of dry flaky skin. He was told he has dermatitis. He wonders what he could do for that. Denies any cough, night sweats, or chills. Denies any red or black stools. 

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, oriented to person, place, and time. 
HEENT: There is no jaundice. Funduscopy reveals no papilledema. Tympanic membranes are clear.
NECK: No lymphadenopathy, thyromegaly, or JVD. There is a bilateral carotid bruit.
LUNGS: Clear to auscultation bilaterally.
HEART: Rate and rhythm regular with grade 2/6 systolic murmur.

ABDOMEN: Soft and nontender. Bowel sounds are positive.

EXTREMITIES: There is no edema.
SKIN: There is a dry erythematous flaky consistent with dermatitis.
BACK: There is no CVA tenderness.

GU: Genital and testicular exam are within normal limits.

ASSESSMENT: Annual physical exam. 
PLAN: A full blood work ordered. Daily exercise, low-cholesterol and low-fat diet. ___50_____ cream apply q.d. to affected area p.r.n. for dermatitis. Also, the patient needs urea 10% cream for more severe dermatitis. We will use Desitin cream apply to the affected area. Pros and cons are discussed with the patient. For the heart murmur, we will check an echocardiogram. For carotid bruit, we will check bilateral carotid duplex. Dermatology evaluation is recommended for the patient. Daily exercise, low-cholesterol and low-fat diet and weight loss to body mass index of 25 recommended for the patient. We will follow the patient closely. Time spent with the patient is 45 minutes. The patient currently is not taking any medications. The patient does not smoke and does not drink alcohol. He reports no known documented medication allergies.
___________________________
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