RIOS, JUAN
DOB: 07/28/1983
DOV: 08/04/2022
HISTORY: This is a 39-year-old gentleman here with bilateral discharge and redness in his eyes. The patient denies trauma. Denies eye pain. Denies blurred vision or double vision. Stated that he also came in because his blood pressure has been elevated.

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 being tired during the day time he states at night when he sleeps he snores loudly and sometimes become short of breath in the middle of the night. He stated that he was also informed by his spouse that sometimes she has to shake him, so he can start breathing again. The patient denies chest pain. Denies nausea, vomiting, or diarrhea. Denies abdominal pain. States he is eating and drinking well.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented obese gentleman.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 189/125.
Pulse 89.

Respirations 18.

Temperature 98.5.

HEENT: Normal. Eyes: Conjunctivae is erythematous bilaterally. He has green discharge from both eyes. No periorbital edema, erythema, or tenderness to palpation.
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 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 rigidity. No visible peristalsis. No peritoneal signs.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Conjunctivitis.

2. Hypertension.

3. Morbid obesity.

4. Sleep apnea unspecified.

5. Hypertension to be controlled poor medical compliance (patient stated that for the past two or three years he was in Wisconsin and did not take medication during this period of time).

He states he actually came in because he is trying to get another job and they required physical exam and while this has been done his pressure was noted to be elevated and they advised to come to see his primary care provider.

Today labs are drawn and labs include CBC, CMP, lipid profile, T3-T4, TSH, vitamin D and hemoglobin A1c.

The patient was given a consult for a sleep study to be done at Memorial Hermann.

He was sent home with the following medication.

1. Gentamicin 0.3% ophthalmic solution two drops in each eye three times daily for 10 days, #10 mL.

2. Metoprolol succinate 50 mg one p.o. daily for 90 days, #90.

3. Amlodipine 10 mg one p.o. daily for 90 days, #90. He was given the opportunity to ask questions states he has none. He was given a blood pressure log to record his blood-pressure on a daily basis and return these numbers in about five to ten days states he understand and will comply.
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