JONES, GLYN
DOB: 07/27/1958
DOV: 03/24/2022
HISTORY: This is a 63-year-old gentleman here for medication refill.
Mr. Jones has a history of cervical spine DJD, hypertension, GERD, is here for a followup for these conditions and medication refill. He states that he usually gets injection into his neck every three or four months and recently received that injection from a local provider and his neck has been doing better. He states he needs refill of his current medication. He indicated that he is not able to have labs drawn today, but will come back another day for his labs; he stated he will come back next month.

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 reports short of breath with sleeping. He states that he was advised that he snores and at times would stop breathing and would wake up struggling to breathe or breathe very rapidly. The patient denies chest pain. Denies nausea, vomiting or diarrhea. He states his blood pressure continues to be high despite his medication.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 157/82.
Pulse 86.

Respirations 18.

Temperature 97.0.

HEENT: Normal.

NECK: Full range of motion with mild discomfort with all fields of range of motion. No step-off. No crepitus with range of motion.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: No peripheral edema or cyanosis. Regular rate and rhythm with no murmurs.
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ABDOMEN: Distended secondary to obesity. No organomegaly. No rebound. No guarding. No rigidity.
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 normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Obesity.

2. Sleep apnea.

3. Hypertension.

4. GERD.

5. Chronic neck pain.

6. Medication refill.

The patient indicated that he will not have labs drawn today, but he will return next month to have those labs drawn. He states he will make an appointment on his way out for these labs to be drawn. We talked about the need and the importance for these labs considering he is taking medications namely lisinopril, ibuprofen, gabapentin and these medications will impact his organ systems and he states he understands and will return to have these labs drawn.

Today, his medications were refilled as follows.

1. Gabapentin 300 mg one p.o. t.i.d. for 30 days, #90.

2. Lisinopril/HCTZ 20/12.5 mg one p.o. daily for 90 days, #90.

3. Omeprazole 20 mg one p.o. q.h.s. for 90 days, #90.

4. Ibuprofen 800 mg one p.o. t.i.d. for 30 days, #90.
He was strongly encouraged to take food or milk when taking ibuprofen because of his current conditions of GERD, but he indicated that he gets relief from his chronic neck pain and other joint pain from ibuprofen.
The patient was given a consult for a sleep study. He use advised to call for this appointment and to have the study done, to return as soon as he completes it. He also has a history of neuropathy and thus the prescription of gabapentin. This may be related to his neck issue and advised to take gabapentin only if he has neuropathic pain. He was given the opportunity to ask questions, he states he has none.
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