BREWER, MARK
DOB: 09/18/1972
DOV: 07/16/2022
HISTORY: This is a 49-year-old gentleman here for a routine followup.
Mark has a history of opioid use disorder, hypercholesterolemia and hypertension, is here for a followup for these conditions and medication refill. He indicated that since his last visit he has had no need to seek medical, psychological, surgical or emergency care.
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 runny nose and nasal congestion. He indicated that he has a history of seasonal allergies and symptoms are similar and states he usually gets it bad around this time of the year. The patient denies nausea, vomiting or diarrhea. Denies weight loss. Denies constipation.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 93%.

Blood pressure 131/86.
Pulse 106.

Respirations 18.

Temperature 98.0.
HEENT: Nose: Congested with clear discharge. Erythematous and edematous turbinates.

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: Soft and nontender. Distended secondary to obesity. No rebound. No guarding. 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: 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. Hypertension.

2. Hypercholesterolemia.
3. Opioid use disorder.

4. Medication refill.

5. Obesity.

6. Upper respiratory infection.

The patient declined to have labs today, he states he will come back to have his labs drawn when he fasts.

PMP AWARxE was reviewed. The data from PMP AWARxE does not support drug-seeking behavior or medication diversion.

The patient’s medications were refilled as follows.

1. Suboxone 2/0.5 mg SL film, he will take one film SL daily for 30 days, #30.

2. TriCor 145 mg one p.o. daily for 90 days, #90.

3. Amlodipine 10 mg one p.o. daily for 90 days.
He was given the opportunity to ask questions, he states he has none.
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