Nalini M. Dave, M.D.

Board Certified – Internal Medicine

1201-D Briarcrest Drive

Bryan, TX 77802

Tel: 979-776-5600

Fax: 979-704-5461

OFFICE VISIT

Patient Name: Donald R. Thompson

Date of Birth: 08/27/1954
Age: 68
Date of Visit: 01/10/2023
Chief Complaint: This is a 68-year-old pleasant African American male patient here for his one-month followup and to discuss lab results.

History of Presenting Illness: The patient denies any new problems today. He did see Dr. Tan, the nephrologist, for his followup on the chronic kidney disease. He did state that he has not seen Dr. Ganesh Shanmugam for his allergies yet. He is hoping he will be able to get an appointment sometime this month.

Past Medical History: The patient has history of:

1. Hypertension.

2. Type II diabetes mellitus.

3. Hyperlipidemia.

4. Chronic renal failure.

5. Anemia due to chronic renal failure.

6. Morbid obesity.

Current Medications: The patient is taking all his medications as prescribed. He is on:

1. Nebivolol 20 mg one twice daily.

2. Vitamin D 5000 units per day.

3. Metformin 500 mg extended release one twice a day.

4. Slow-Mag as needed.

5. Aspirin 325 mg one a day.

6. Terazosin 5 mg daily.

7. Montelukast 10 mg daily.

8. Atorvastatin 40 mg h.s.
9. He uses AndroGel transderm patch as directed.

10. Amlodipine and benazepril combination 10/40 mg one daily.

11. Basaglar 90 units a day.

12. Ozempic 0.25 mg once a week.
13. His K-Dur and torsemide has been put on hold by Dr. Tan to use it only as needed.
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Physical Examination:

General: The patient is morbidly obese.

Vital Signs:

Weight 385 pounds.

Blood pressure 140/80.

Pulse 97 per minute.

Pulse ox 95%.

Temperature 96.

BMI 47.

Head: Normocephalic.

ENT: No evidence of acute infection.

Neck: Supple. No lymphadenopathy or thyromegaly. JVP not distended.
Lungs: Quite clear bilaterally.
Heart: S1 and S2 heard with regular sinus rhythm.

Extremities: Trace pretibial edema.

Two-hour postprandial blood sugar is 100, which is very good for this patient. His last hemoglobin A1c was 7.1.

Assessment:

1. Hypertension under good control.

2. Type II diabetes mellitus under good control.

3. CKD. His lab review did show that his creatinine went up from 1.44 to 1.57. This last lab was done on 01/06/2023. His random blood sugar was 183, which is good for the patient. It sounds like it was two hours postprandial. His CBC showed a hemoglobin of 10.1 and hematocrit 31.4, which is low, but stable.

4. Anemia of chronic disease. As stated earlier, hemoglobin is low, but stable.

5. Morbid obesity.

Plan:
1. I did review all his medications with the patient. He will continue current medications. I did review lab results with the patient.

2. Discussed avoidance of nonsteroidal antiinflammatory agent with the patient. He is up-to-date with his vaccinations. He will try and see Dr. Shanmugam this month. He will continue followups with Dr. Tan and he will return to office to see Dr. Dave in a month. Samples of Tresiba given to the patient.
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