COLLINS, TAVREAN
DOB: 10/11/1983
DOV: 05/08/2023
CHIEF COMPLAINT:

1. Hypertension.

2. “I need a well exam requested by work.”
HISTORY OF PRESENT ILLNESS: This is a 39-year-old black gentleman with history of hypertension. He used to be on irbesartan/hydrochlorothiazide. He quit taking his medication five to six months ago because it was affecting his sex life. He has known sleep apnea, but he had refused to take CPAP and use a mask.
He comes in today with the blood pressure of 195/117. His EKG shows ischemia even though he is not having any chest pain, he is being sent to the emergency room now for further workup.

PAST MEDICAL HISTORY: Hypertension untreated, noncompliance and sleep apnea untreated per the patient.
PAST SURGICAL HISTORY: None.
MEDICATIONS: Stopped taking everything.
ALLERGIES: No known drug allergies.
IMMUNIZATIONS: He never had a COVID immunization.
SOCIAL HISTORY: He does drink alcohol. He does not smoke. He is married and has four children at home.
FAMILY HISTORY: Father died of lung cancer. Mother had heart disease and hypertension.
REVIEW OF SYSTEMS: Minimal chest pain. No shortness of breath. His weight gone up today; he is very concerned, compared to a year ago. He is up 5 to 10 pounds. He did have sleep apnea. CPAP was ordered with face mask, but he refused to get it filled because of his money issues. His last set of blood test showed a cholesterol of 219. Liver function test elevation most likely because of fatty liver. Hemoglobin A1c was 6.4. This was a year ago. He had abnormal ultrasound done with a low testosterone of 193 consistent with sleep apnea and H&H of 16 and 52 consistent with sleep apnea. The patient is to be rechecked, of course, but at this time he is going to the emergency room for workup at this time.
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PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake. He is not in any distress.

VITAL SIGNS: He weighs 310 pounds, again up 5 to 10 pounds. O2 sat 95%. Temperature 98.1. Respirations 16. Pulse 91. Blood pressure 195/117. He received clonidine 0.1 mg and he was sent to the emergency room with EKG and a note in hand to recheck his blood pressure. His emergency room is less than 2 minutes away driving.
LUNGS: Clear.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.
EXTREMITIES: Lower extremity shows edema 1+.
ASSESSMENT/PLAN:
1. Abnormal EKG.

2. No chest pain.

3. Hypertension, out of control.

4. LVH.

5. Sleep apnea.

6. Abnormal EKG.

7. At this time, first and foremost, we need to get CPK, troponin, repeat EKG, repeat blood pressure, bring blood pressure under control and repeat CPK and troponin in four hours.

8. He will return at that time. He wants a different blood pressure medication since irbesartan was causing issues with his “sex life”.

9. We will take care of the patient in the hospital depending on the findings and we will have the patient repeat his ultrasound regarding LVH and peripheral vascular disease after his condition has stabilized.
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