FLATT, HENRY
DOB: 12/04/1960
DOV: 02/28/2022
HISTORY: This is a 61-year-old gentleman here for a routine followup.

The patient has a history of hypertension, obesity, facial lesion suspicious for basal cell carcinoma, is here for a followup for these conditions and medication refill. He states that he has taken several high blood pressure medications and steroids, blood pressure continues to stay elevated. He states he stopped lisinopril because he does not like the way lisinopril made him feel after he takes it.
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: Denies weight loss. Denies nausea, vomiting or diarrhea. He states he is eating and drinking well. The patient continued to have a skin lesion on his face and he states he was given a referral by us to a specialist, but is unable to go secondary to funding, but plans to do so in this week.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 95% at room air.

Blood pressure 180/105, repeat was 183/110.
Pulse 69.

Respirations 18.

Temperature 98.3.

FACE: On his left cheek, the patient has a lesion that has raised, bordered with telangiectasia and ulcerated in the center.
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.
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ABDOMEN: Soft and nontender. No organomegaly. No rebound. Abdomen is distended secondary to obesity.

SKIN: No abrasions, lacerations, macules, or papules except lesion described on his face. 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 normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Hypertension.

2. Obesity.

3. Facial ulcerated lesion suspicious for basal cell carcinoma. He was encouraged to follow up with the specialist to have that lesion biopsied for confirmation. He states he will this week.

The patient’s medications were refilled as follows.

1. Amlodipine 10 mg one p.o. daily for 90 days, #90.

2. Chlorthalidone 25 mg one p.o. daily for 90 days, #90.

3. Clonidine 0.1 mg. This medication will be changed to one p.o. in the morning and two p.o. at bedtime.
The patient was given a blood pressure log to record his blood pressure on a daily basis and return with it is as soon as possible. He states he understands and will comply. Labs were drawn in the clinic today and labs include CBC, CMP, lipid profile, PSA, and hemoglobin A1c. He was given the opportunity to ask questions, he states he has none.
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