LEONE, DAVID
DOB: 09/26/1969
DOV: 09/24/2022
HISTORY: This is a 52-year-old gentleman here for a routine followup.

The patient has a history of hypertension, insomnia, and chronic allergies, is here for followup for these conditions and medication refills. He states that since his last visit he has had no need to seek medical, psychological, surgical or emergency care. The patient has complained of congestion, runny nose; he states discharge from his nose is green.

He reports pain and pressure in his sinus regions.

The patient reports itchy rash on his lower left extremity.

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.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 123/79.
Pulse 64.

Respirations 18.

Temperature 98.1.

HEENT: Normal. Nose: Congested with green discharge. Erythematous and edematous turbinates.
FACE: Mildly tender maxillary and frontal sinuses.
Left Lower Extremity: There is a hyperpigmented macular rash discretely distributed on the lateral surface of his left lower extremity. No excoriation. No fluctuance. No discharge. No scaly surface.

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.
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ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No tenderness to palpation. Normal bowel sounds.
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. Contact dermatitis.

2. Hypertension.

3. Insomnia.

4. Sinusitis.

5. Chronic allergies.

The patient’s medications were refilled as follows.
1. Azelastine 0.15% nasal spray two puffs b.i.d. for seven days, #1.

2. Triamcinolone 0.1% cream, apply b.i.d. for 14 days, 45 g.

3. Losartan/hydrochlorothiazide 100/12.5 mg one p.o. daily for 90 days, #90.

4. Lunesta 3 mg one p.o. q.h.s. for 30 days, #30.

5. Zithromax 250 mg two p.o. now, then one p.o. daily until gone, #6.

6. Prednisone 20 mg one p.o. daily until gone x 10 days.

He was given the opportunities to ask questions, he states he has none. The patient was offered labs today. He stated he has to be somewhere and cannot wait for labs to be drawn, he will do it on another day. The patient expressed understanding of the importance of drawing labs especially if he is taking medication for blood pressure as high blood pressure and his medication can impact his liver and his kidneys. He states he understands, but definitely will do it on his next visit.
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