WEBB, BRANDON

DOB: 04/19/1986

DOV: 01/21/2023

HISTORY OF PRESENT ILLNESS: This is a 36-year-old male patient here today as a followup. He was at our office approximately 10 days ago. We had done labs on him at that time as well. He actually came in for blood pressure check at that time. Just to give a good history of what has happened to him, he went to his dentist to get a tooth pulled and they refused to do it because his blood pressure was elevated at that time. So, he came to our clinic for treatment. At that time, his blood pressure was, I believe, 160 something over 119. Subsequently, we did some labs on him and gave him irbesartan 300 mg with hydrochlorothiazide of 25 mg two separate pills as well. Today, his blood pressure is 133/96 much improvement has been noted and we will tweak that as times goes by. His blood pressure at home was the other night 125/82. So, it seems as though this medication seems to be helping him quite a bit. However, we pulled labs on him and he had some high abnormal values; his cholesterol 327, triglycerides 1400, glucose was 500, his A1c was greater than 14.

The patient has subsequently been started on Lopid 600 mg twice a day and glipizide 5 mg on a daily basis and metformin 1000 mg one-half tablet b.i.d. only for five days and then to go to the full strength of 1000 mg b.i.d.

The patient has been checking his blood sugars as well. His fasting blood sugar at home today was 367, fasting blood sugar here at the clinic today was 291 and that is after taking the glipizide 5 mg.

The patient once again here for followup. He has no new complaints. He tells me he is feeling well today.

PAST MEDICAL HISTORY: Hypertension, diabetes, hyperlipidemia, and low testosterone.

PAST SURGICAL HISTORY: Negative.

ALLERGIES: CODEINE and OPIOIDS.
CURRENT MEDICATIONS: Described as above; metformin, gemfibrozil, glipizide, irbesartan, and hydrochlorothiazide.

SOCIAL HISTORY: He smokes one-half pack cigarettes on a daily basis. Occasionally drinks alcohol. No street drugs.
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PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, oriented, well-nourished, well-developed and well-groomed. He is not in any distress.

VITAL SIGNS: Blood pressure 133/96. Pulse 97. Respirations 16. Temperature 97.9 Oxygenation 97%.

HEENT: Largely unremarkable.

NECK: Soft. No thyromegaly. No masses. No lymphadenopathy.

HEART: Regular rate and rhythm. Positive S1. Positive S2. No murmurs.

LUNGS: Clear to auscultation.

ABDOMEN: Soft and nontender.

Remainder of the exam is unremarkable.

LABS: Today, include a fasting blood sugar, it was 291.

ASSESSMENT/PLAN:

1. Hypertension much improved. He will continue on the irbesartan 300 mg and hydrochlorothiazide 25 mg. He will continue to monitor with a log.

2. Diabetes. This is new for him. It seems to be improving. His fasting blood sugar today was 291. He has been taking one-half tablet of metformin 1000 mg b.i.d. He will start taking the full dose of 1000 mg b.i.d. now. He also has been taking the 5 mg of glipizide once a day in the morning. He will now start to take that twice a day. He will continue to monitor his blood sugars. This patient will return to the clinic in one month for repeat labs and I have also told them to stop by anytime that I am here and he can stop by and ask questions. I have also given him homework to do. The patient is to research the American Diabetes Association Diabetic Diet and foods that he can enjoy.

I have explained to him it may take sometime, but it is a good education for him and I have encouraged him that he can still live a good happy healthy strong life with diabetes as long as he keeps his blood sugars under control. Once again, we will see him again in one month.

Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

