HARVEY, ALAN
DOB: 12/25/1967
DOV: 10/24/2022
HISTORY: This is a 54-year-old gentleman here for routine visit.

The patient has a history of coronary artery disease, insulin dependent diabetes, obesity, hypercholesterolemia, hypertension and renal cancer is here for a followup for these conditions and medication refill. He states that last time here for sometime in 2021 and has been seen another provider, but this coming back here for his primary care because of difficulty getting to get into see that provider.

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 denies nausea, vomiting, or diarrhea. Denies chest pain. Denies shortness of breath.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 95% at room air.

Blood pressure 118/76.
Pulse 85.

Respirations 18.

Temperature 98.2.

HEENT: Normal. Face: Open and close comedones (patient has a history of chronic acne) these lesions are discreetly distributed in fact it looks much better than when I last saw him).

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 respiratory distress. No paradoxical motion.

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

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.
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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. Coronary artery disease.

2. Insulin dependent diabetes.

3. Obesity.

4. Hypercholesterolemia.

5. Hypertension.

6. Renal cancer.

7. Acne.

8. Enlarged prostate

The patient’s labs were drawn today and labs include CBC, CMP, lipid profile, A1c, PSA, T3-T4, TSH, and vitamin D.

His medications were refilled as follows.

1. Enalapril mesylate 20 mg one p.o. daily for 90 days, #90.

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

3. Spironolactone 100 mg one p.o. daily for 90 days, #90.

4. Atorvastatin 10 mg one p.o. daily for 90 days, #90.

5. Xiidra 5% eye drops one drop each eye twice daily for 90 days.

6. Levemir FlexTouch 100 unit/mL injects 62 units subcutaneously once a day this is a sliding-scale medication for this patient it will be titrated per Novo Nordisk protocol: Greater than 180 – he will take 8 units; between 163 and 180 – he will take 6 units; between 145 and 162 – he will take 4 units; between 127 and 144 – 2 units; between 109 and 126 – 2 units; and between 70 and 108 – no medication.

7. Trulicity 1.5 mg/0.5 mL pen. He will inject 1.5 mg subcutaneously once weekly for 90 days. 

8. Today, we did ultrasound considering patient has renal cancer and he was gone for over a year. Ultrasound to evaluate any changes in his cancer status and all organ systems were normal except prostate, which revealed mild hypertrophy/enlargement. No calcification was seen. I will go ahead and do a CT scan tomorrow and this would be like a survey of his abdomen considering status post renal cancer. The patient is comfortable with my plan. He was discharged to return tomorrow for CT scan. All findings were discussed with the patient. A strong recommendation to come back tomorrow for CT scan. He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

