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HISTORY: This is a 62-year-old gentleman here for a routine followup.

He has a history of toenail infection, hypercholesterolemia, hypertension, lesion on his face suspicious for basal cell carcinoma. He is here for followup for these conditions and medication refill. He states since his last visit, he has been having back pain that shoots down to the back of his thigh, worse when he sits. He states he has to get in certain position to get to feel better. He denies bladder or bowel dysfunctions. Denies numbness or weakness in his lower extremities. He also denies trauma.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 183/88.

Pulse 79.

Respirations 18.

Temperature 98.1.
FACE: The patient has a large ulcerated lesion with telangiectasia and raised borders on the right cheek, nontender to palpation.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

FEET: Brittle toenails discolored.
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ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding. No rigidity.

BACK: No tenderness to bony structures. He has full range of motion with mild discomfort. No muscle atrophy. No step-off.

SKIN: No abrasions, lacerations, macules, or papules. Lesion on his face is described above.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Chronic muscle spasms.

2. Neuropathy.

3. Back pain.

4. Hypertension, poor control.

5. Hypercholesterolemia.

6. Onychomycosis.

7. Facial ulcer suspicious for basal cell carcinoma.

PLAN: The patient and I had a lengthy discussion about this lesion on his face which has been present for several months, if not years. He was given a referral for further evaluation. He indicated that he cannot find someone who will work with his financial status. Again, he was given a local dermatologist. He was advised to discuss financial arrangements because this lesion seems to be getting larger. He states understands and will contact that clinic.

The patient’s medications were refilled as follows:

1. Clonidine 0.1 mg, he will take one in the morning and two at night.

2. Simvastatin 20 mg, he will take one p.o. daily for 90 days #90.

3. Amlodipine 10 mg one p.o. daily for 90 days #90.

4. Gabapentin 200 mg one p.o. t.i.d. for 30 days #90.

5. Ketoconazole 200 mg one p.o. daily for 30 days #30.

6. Sulindac 200 mg one p.o. daily for 90 days #90.

7. Aspirin 81 mg one p.o. daily for 90 days #90.

8. Robaxin 750 mg one p.o. daily for 30 days #30.

He was given the opportunity to ask questions and he states he has none.
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