JOHNSON, GERALD
DOB: 05/16/1955
DOV: 07/15/2022
REASON FOR VISIT: The patient is a 67-year-old male who presents for review of his labs that were done last visit. He also had a CT scan of his chest due to chronic chest discomfort and cough. He denies any other acute symptoms.

ALLERGIES: The patient has no known drug allergies.

REVIEW OF SYSTEMS:

HEENT: ENT: The patient denies any nasal discharge. Denies any ear pain. Denies any sore throat. No painful swallowing.  Eyes: The patient denies any blurred vision. No eye pain.

RESPIRATORY: The patient denies any cough. No shortness of breath.
CARDIAC: The patient denies any chest pain. No palpitations.

GI: The patient denies any abdominal pain. No nausea, vomiting, or diarrhea.

MUSCULOSKELETAL: The patient denies any joint pain. No joint swelling.

SKIN: The patient denies any rash. No abrasion.

PHYSICAL EXAMINATION:

GENERAL: The patient appears well groomed. He is alert and oriented with no acute distress.

VITAL SIGNS: Weight 209.6 pounds. O2 saturation 100%. Blood pressure 126/69. Pulse 58. Respirations 18. Temperature 97.7.

HEENT: PERLA. EOMI. Tympanic membrane pearly gray. No erythema. Oral mucosa pink and moist.

NECK: Supple. No stiffness. No adenopathy.

LUNGS: Clear bilaterally. No wheezes. No crackles. No orthopnea.

HEART: S1 and S2 audible with regular rate and rhythm. No murmur noted.

ABDOMEN: Soft. Bowel sounds x 4 active. No tenderness. No palpable masses.

EXTREMITIES: The patient moves all extremities voluntarily with no joint stiffness. Reflexes equal in all extremities. No deficit noted.
SKIN: Warm and dry. No lesions. No abrasions. No erythema.

NEURO: The patient is alert and oriented x 3. No deficit noted.

The patient’s CT scan of the chest revealed chronic calcification over the mediastinum. No thoracic findings and also small hiatal hernia was identified. The patient was aware of results with proper comprehension. Also, the patient had specific ultrasounds of multiple systems all with normal findings. The patient’s lab results were communicated with him with evidence of low platelets and also low white blood count. The patient denies any acute symptoms. This test will be repeated in one week prior to referring the patient to hematology. The patient is aware of this result with proper comprehension.
DIAGNOSES: Type II diabetes, thrombocytopenia, neutropenia, and hyperlipidemia.
PLAN: The patient is to return to clinic in one week. The patient also to stop all aspirin products at this time until next lab is drawn.
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