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OFFICE VISIT

Patient Name: Douglas McMurry

Date of Birth: 09/17/1965

Age: 57

Date of Visit: 01/18/2023

Chief Complaint: This is a 57-year-old pleasant African American male patient here for his routine followup.

History of Presenting Illness: The patient was last seen here on 10/31/2022 by Dr. Dave. He was supposed to have come back in end of November and he had called a couple of times and rescheduled the appointment since he was out of town. His only complaint today is that he does have some knee pain for which he took some arthritis pills last night and he is feeling better today.

Past Medical History: Significant for:

1. Hypertension.

2. Cardiomyopathy.

3. Hyperlipidemia.

4. Obesity.

5. Chronic venous insufficiency.

Current Medications: He does admit to not taking them regularly; often, he misses his evening dose. He is trying to be better with that. He has two jobs where he works as a truck driver during the day and does taxis in the evenings and so he sometimes misses the evening dose.

1. Carvedilol 25 mg twice a day.

2. Atorvastatin 40 mg at bedtime.

3. Entresto 97/103 mg twice daily.

4. Furosemide 40 mg every other day.

5. Potassium chloride 10 mEq every other day; he has run out of this.

6. Baby aspirin one a day.

Social History: Nonsmoker, nondrinker and non-drug user.
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Physical Examination:

General: He is right-handed.
Vital Signs:

The patient weighed in at 319 pounds.

Blood pressure on the left was 176/96 and right was 170/90. After the patient was in the room for a while, we rechecked on the left side and it was 150/100.

Pulse 92 per minute.

Pulse ox 97%.

Temperature 95.7.

BMI 47

Random blood sugar in the office was 103 mg%.

Head: Normocephalic.

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

Lungs: Quite clear.

Heart: S1 and S2 heard with regular sinus rhythm.

Extremities: Both his lower extremities are large, nonpitting edema though.

Review of the chart shows that the patient had lab work in July, which did show a fasting blood sugar of 124 and A1c was 6.7.

Assessment:

1. New-onset type II diabetes mellitus.

2. Hypertension, uncontrolled at this time.

3. Hyperlipidemia.

4. Cardiomyopathy.

5. Morbid obesity.

Plan: I did inform the patient about his last labs. I would like to recheck his hemoglobin A1c, CMP, lipids and urine for microalbumin. We will call the patient back with lab results as soon as available. I did talk to him extensively about diabetic diet and did give him diabetic information. We also gave him a glucometer; the EZ Contour meter, hopefully that will help. He states that he used to check blood sugars before and it was always normal. So, he quit doing it. We have asked him to limit the amount of starch in the diet and avoid sugars and sugary desserts and so on. He voices understanding. I also asked him to keep an alarm on his phone and take the medications in the a.m. and p.m. He is on carvedilol twice a day and Entresto twice a day and atorvastatin at bedtime. So, he needs to take his evening meds regularly in addition to the a.m. meds. If the patient’s A1c is still above 6, then I would probably start him on metformin and Ozempic. He seems to be a little noncompliant with his visits. I will make him a followup appointment in one month with Dr. Dave.
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