GANT, JAMES
DOB: 10/10/1967
DOV: 04/09/2022
HISTORY: This is a 54-year-old gentleman here with painful and frequent urination. The patient stated this has been going on for approximately 10 days. He stated he came in today because it is getting worse. He states he is going to the bathroom quite frequently.

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 frequent urination, suprapubic discomfort/pain. Denies nausea, vomiting or diarrhea. Denies headache. Denies blurred vision or double vision.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 161/91.
Pulse 96.

Respirations 18.

Temperature 98.7.

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 paradoxical motion. No respiratory distress.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No tenderness to palpation. No rebound. No guarding. No rigidity.  He has 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: He is alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT/PLAN:
1. Diabetes type II poor control.

2. Poor medical compliance.

Today, a fingerstick was done, his sugar is in excess of 500 based on fingerstick, 548 to be exact. A urinalysis was done. Urine shows high glucose; however, his ketones were negative on the urine test. He has positive nitrite and positive leukocyte esterase.
He was given an injection of Rocephin in the clinic 1 g. He was observed in the clinic after injection and he reported that he did well and had no reaction to the medication. At this point, I advised the patient to go to the emergency room because of his elevated glucose and his urinary tract infection. I advised him that because of his diabetes status poorly controlled and always elevated he may need some aggressive intervention, he states he understands and will go if he does not get better. I advised the patient to go now, he states he wants to wait a few hours or so and then he will go if he does not get better.

The patient has complained of ankle pain, I will go ahead and get an MRI for his ankle. He is atraumatic. He states he walks a lot. He is pointing to the talofibular ligament as the area of concern on exam, that part was very tender to palpation, but he has full range of motion of his ankle with no localized edema or erythema. The joint is stable. Negative anterior drawer test.

The patient will be discharged with the following medications:
1. Cipro 500 mg one p.o. b.i.d. for seven days, #14.

2. Flomax 0.4 mg one p.o. daily for 30 days, #30.

3. Metformin 1000 mg one p.o. b.i.d. for 90 days, #180.
The patient indicated that he will go to the emergency room in a few hours if he does not get better. I strongly encouraged to come back here another day fasting so we can have his labs drawn to assess his kidney status especially since he has been going for so long with glucose elevation. He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

