MOORE, FRANK
DOB: 04/27/1952
DOV: 06/09/2022
HISTORY: This is a 70-year-old gentleman here for a followup for lab results. The patient stated that he was here on 06/01/2022, and got labs drawn and CT scan done. He was seen for headache, chills, myalgia, cough, dizziness and peripheral neuropathy.

The patient reports that he recently has been having some anxiety episode, states he was in a choir recently singing when he felt overwhelmed and felt like almost leaving the choir stand to go outside and is requesting for something to calm him down.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 95% at room air.

Blood pressure 111/71.
Pulse 87.

Respirations 18.

Temperature 98.0.

HEENT: Normal. Lips: Fever blisters present.
RESPIRATORY: No respiratory distress.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules.

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. Hypercholesterolemia.

2. Hyperglycemia.

3. Anxiety.

4. Fever blisters.

The patient was sent home with the following:
1. Atarax 25 mg one p.o. at bedtime.

2. Valtrex 1000 mg one p.o. b.i.d. for 14 days.

3. Acyclovir topical 5% cream, apply four times daily for 10 days.
He was given the opportunity to ask questions, he states he has none.
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