CLARK, DANE

DOB: 01/11/1967

DOV: 12/19/2022

HISTORY: This is a 55-year-old gentleman here for wheezing.

The patient states every morning he wakes up he could hear himself wheezing. He states this only happens for very short time in the morning when he gets up, but as the day goes by he states the wheezing goes away. He states he has no wheezing at the moment, but would like to be checked to see why he is wheezing.

The patient stated he would like to have a neurological exam because sometimes he looked at his feet and it twitches and thinks something is wrong with nervous control of his feet. He denies trauma. He indicated that this has been going on for almost all his life. He states he recently was seen by a neurologist who did an extensive exam including nerve conduction studies and was advised the studies were unremarkable as well as physical exam was unremarkable.

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 fever. Denies chills. Denies myalgia. He denies runny nose. Denies nausea, vomiting or diarrhea.

PHYSICAL EXAMINATION:

VITAL SIGNS: His vital signs are stable.
O2 saturation 99% at room air.

Blood pressure 140/90; a little elevated, but not significant for immediate commencement of medication.

Pulse 84.

Respirations 18.

Temperature 98.4.

HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion. The patient has not been coughing while in the clinic this morning and he has been here for at least 30 minutes.

CARDIAC: Regular rate and rhythm with no murmurs.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.

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: Cranial nerves II through X are normal. Negative Babinski’s test. Negative Homans’ test. There is no muscle atrophy. Sensation is normal. He has full range of motion of his knees, ankles and digits. Negative Kernig’s sign. Babinski’s reflex was normal.

The patient was reassured his lung exam was unremarkable. So, however, he would like to have a chest x-ray. This was ordered. The patient was ordered and given direction for the clinic to have this x-ray done. He was strongly advised to come back with the results. He was sent to a nearby clinic that is quite close to us and that is within walking distance, however, he states that clinic is not in his insurance network, he has to go somewhere that is within his network.  He was given the opportunity to ask questions, he states he has none. My physical findings are unremarkable today. There is no need for medication in this patient. He has a.m. wheezing only. This is a rather unusual complaint versus allergens which he may be exposed to in a particular area in the mornings.

He was given the opportunity again to ask questions, he states he has none.
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