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OFFICE VISIT

Patient Name: Eric Griffin

Date of Birth: 04/17/1966

Age: 56

Date of Visit: 01/12/2023

Chief Complaint: This is a 56-year-old African American male patient who is here for one-month followup. He actually missed his last appointment, which was on 12/20/2022, with Dr. Dave.

History of Presenting Illness: Dr. Dave had seen him in early December and had ordered some lab work. The lab showed that his hemoglobin and hematocrit were low normal for a male, but his creatinine had gone up to 1.4. Prior to that, apparently his potassium was really low. So, she supplemented potassium and in the last lab draw on 12/09/2022, it was 3.9. His magnesium was okay. CBC showed a hemoglobin of 12.8 and hematocrit is 38.5. The hepatitis A, B and C diagnostic panel was negative. He does have a history of smoking one packet per day and drinks alcohol although he states it is only occasional. He does admit to marijuana use. He had told the nurse that he had productive cough and he was tired and he was concerned about weight loss.

Past Medical History: Significant only for:
1. Hypertension.

2. Hypokalemia that has been corrected.

3. He has history of chronic hiccups.

4. He claims he has hypercholesterolemia and he is on medication.

5. He also has history of hemorrhoids and has Analpram HC cream and has helped.

Current Medications: List only shows:
1. Amlodipine 5 mg daily.

2. Tamsulosin 0.4 mg h.s.

3. Megestrol acetate 40 mg/mL, 1 mL for the hiccups.

Physical Examination:

General: He is right-handed.
Vital Signs:

The patient is 162 pounds that is a 5-pound decrease in five weeks.

Blood pressure 100/66.

Pulse 68.
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Pulse ox 100%.

Temperature 95.9.
BMI: 20.

Head: Normocephalic.

ENT: No evidence of acute infection.

Neck: Supple. No lymphadenopathy or thyromegaly. JVP not distended.

Lungs: Clear.

Heart: S1 and S2 heard with regular sinus rhythm.

Extremities: No edema.

Review of his last lab was already discussed with the patient.

Assessment:

1. Weight loss in a smoker.

2. History of alcohol use.

3. Chronic hiccups.

4. History of esophageal stenosis.

Plan: I did recommend that he get a chest x-ray, but the patient states that he is fine at this time, he does not want to do anything now. He also took out a letter that was typed up by his girlfriend and sent and it states that her name is Eva Neely and she is writing this letter because she has noticed that when the patent becomes angry he has something like a seizure episode. He is telling me that it is nothing and he does not want to do anything now, he wants to talk to Dr. Dave. He will continue his current medications. Review of the chart shows that the patient had esophageal stenosis and had esophageal dilatation. He also had H. pylori infection. This patient is not quite cooperative today. He is first of all irritated since I was late seeing him due to several patients in the office. I did ask him to return to the office in one month for followup with Dr. Dave.
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