LANGHAM, JEFFERSON
DOB: 03/09/1964
DOV: 05/03/2022
HISTORY: This is a 58-year-old gentleman here for a routine followup.

The patient has a history of insomnia, erectile dysfunction, and BPH. He is here for followup for these conditions and medication refills. He stated that since is last visit, he has had no need to seek medical, psychological, surgical or emergency care elsewhere.
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 double vision about three or four weeks ago. He stated he was looking at something and he noticed everything is doubled. He states he did not seek medical help, but symptoms subsided and today, he states he has some decreased vision in his left eye. The patient states he can see, but he has to bring stuff close in to make of what it is in his left eye, but his right eye is fine.
PHYSICAL EXAMINATION:

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

O2 saturation 96% at room air.

Blood pressure 129/82.

Pulse 73.

HEENT: Normal. Eyes: PERL. EOM full range of motion. No conjunctival injection. No discharge or bleeding.
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 rebound. No guarding. No visible peristalsis. He has normal bowel sounds.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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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. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Decreased vision, left eye.

2. Insomnia.

3. Erectile dysfunction.

4. BPH.

PLAN: The patient was advised about the need for labs. He states he is not prepared to have the labs drawn today, he will come back for another day to have his labs drawn. The patient states he is aware that his last lab was in January 2021, but insists on coming back to have it done.

His medications were refilled as follows:

1. Dutasteride 0.5 mg one p.o. daily for 90 days #90.

2. Ambien 10 mg one p.o. q.h.s. for 90 days #90.

3. Cialis 20 mg one p.o. daily for 30 days #30.

He was given the opportunity to ask questions and he states he has none.
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