Clinic Visit Note

Patient’s Name: Ruben Reyna

DOB: 03/14/1952

Date: 09/24/2021
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of rashes on both upper extremities, followup of COPD and two incidents of vertigo in the last one month.
SUBJECTIVE: The patient stated that he has noticed rashes on his upper extremities while he was working in the backyard and it is minimally pruritic. There was no contact with poison ivy. The patient used cortisone 1% without any relief. Last year, the patient had a similar episode and he took cortisone cream and it helped significantly.
The patient also had vertigo on and off for the last two months and he was on meclizine 12.5 mg once or twice a day as needed and last year he felt much better; this year he did not have any medication left. The patient denied any vision problems, ear pain, or fever or chills.
The patient came today as a followup for COPD and he is on albuterol and he is advised to continue the same and he has an appointment with pulmonologist.
PAST MEDICAL HISTORY: Significant for bronchial asthma and he is on albuterol inhaler two puffs three or four times a day as needed, Trelegy one puff every day, and DuoNeb one ampule four times a day as needed.
The patient has a history of diabetes mellitus and he is on Basaglar insulin 15 units every day, NovoLog insulin per sliding scale, Tradjenta 5 mg once a day, and glimepiride 4 mg once a day if blood sugar is more than 150.

The patient has a history of lupus and he is on hydroxychloroquine 200 mg one tablet twice a day. All other medications are also reviewed and reconciled.

ALLERGIES: None.

RECENT SURGICAL HISTORY: None.

FAMILY HISTORY: Not contributory.

PREVENTIVE CARE: Reviewed and discussed in detail.
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SOCIAL HISTORY: The patient has cut down the smoking and eventually he is going to quit smoking in the next one month. The patient quit alcohol use in 2016. The patient lives with his wife and four children. The patient is very active at home and he is on low-carb healthy diet.

REVIEW OF SYSTEMS: The patient denied excessive weight loss or weight gain, headache, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any corona infection or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, skin rashes, severe low back pain, or depression.

OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.
CHEST: Chest is symmetrical without any deformity. There is no axillary lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any tenderness. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.
SKIN: Examination reveals few papular rash on the upper extremities without any discharge or bleeding.
MUSCULOSKELETAL: Examination is within normal limits.

PSYCHOLOGIC: Psychologically, the patient appears stable and has a normal affect.
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