CLINIC VISIT NOTE

HALLUM, MICHAEL
DOB: 10/11/1965
DOV: 01/16/2023
The patient is seen today with cough, sore throat, and congestion for the past few days, requesting medication, also wanting refills of his regular medications.
PAST MEDICAL HISTORY: He has history of type II diabetes untreated, hypertension, high lipid disease, and GERD.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Slight pharyngeal erythema. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Bowel sounds normoactive. Extremities: Within normal limits. Skin: Within normal limits. Neuropsychiatric: Within normal limits.
Strep test was done which was negative.
DIAGNOSES: Upper respiratory infection with pharyngitis.

PLAN: The patient is given a prescription for Z-PAK and Medrol Dosepak. Advised of the elevated blood sugar done in the office which was determined to be 142. The patient states that he stays at home and thus has gained some weight. The patient cautioned to work on weight; he states he started exercise program x2 weeks with wife, to continue exercise program, weight loss, to follow up in three months the next time for repeating ultrasounds, repeat lab work, and complete physical.

FINAL DIAGNOSES: Hypertensive cardiovascular disease, sleep apnea, diabetes mellitus, upper respiratory infection with pharyngitis.
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