GARCIA, LUIS
DOB: 01/01/1983
DOV: 09/24/2022
HISTORY: This is a 39-year-old gentleman here for followup from the ER.

The patient stated that he was seen in the emergency room on 09/22/2022 for fatigue, muscle aches and pains, and throat pain and was diagnosed with strep pharyngitis, diabetes type II new onset and amphetamine use and discharged home with antibiotics. He states he feels better and is doing better today and is here for followup. He states he has no complaints today.

PAST MEDICAL HISTORY: Diabetes.
PAST SURGICAL HISTORY: Negative.
MEDICATIONS: Metformin.

ALLERGIES: None.
SOCIAL HISTORY: Endorses alcohol use. Denies tobacco or drug use.
FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 125/89.
Pulse 87.

Respirations 18.

Temperature 98.0.

HEENT: Normal.

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. No respiratory distress.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding.
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: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT/PLAN:
1. Diabetes type II.

2. Strep pharyngitis (improved).

3. Amphetamine use.

A review of his labs done in the ER and other workup revealed WBC normal, hemoglobin and hematocrit normal, sodium and potassium normal, glucose initially fingerstick was 321, after intervention it came down to 278.

Urine drug screen reveals positive for amphetamines.

Strep was positive.

Urinalysis was unremarkable.

He had an echocardiogram, which reveals normal right ventricular size, normal left atrial size, normal right atrial size, normal mitral valve structure and function, normal tricuspid valve structure and function, normal aortic valve structure and function, normal pulmonic valve structure and function, the aorta is normal in size, pulmonary artery appears normal. No pericardial effusion.

EKG reveals normal sinus rhythm, rate is 77, normal PR intervals, and QRS was normal at 84.

Abdominal ultrasound reveals normal kidney with no hydronephrosis. IVC normal.

A chest x-ray two-view reveals clear and well inflated. There is no pneumothorax or pleural effusion. Bone visualized is normal.

COVID test negative.

The initial glucose fingerstick was 466.

The patient was educated on all these findings in the ER. He was educated on the importance of diet and exercises. We had a lengthy discussion about alcohol use and diabetes, he states he understands. His wife accompanies him and she wants to mention that he drinks a lot; she did not quantify how much is a lot, but she states he needs to stop drinking and I reinforced that to the patient, he states he will. He was given the opportunities to ask questions, he states he has none.
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He was discharged with the following medications.

1. Metformin 500 mg one p.o. b.i.d. for 90 days, #180.

2. He was given a glucose monitor kit including lancet and strips.

Advised to take his sugar on a daily basis to see how the metformin is working; if it remains elevated, he is to come back so we can adjust his medication.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

