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WELLNESS VISIT

Patient Name: Jason R. Allen

Date of Birth: 12/16/1970

Age: 52

Date of Visit: 06/29/2023

Chief Complaint: This is a 52-year-old pleasant Caucasian male patient who is here for his wellness visit.

History of Presenting Illness: He denies any problem today. He states his thumb is much better.

Past Medical History: Significant for:
1. Bipolar disorder and sees Dr. Mahesh Dave for treatment.

2. He has history of DVT in December 2021. He went to the ER after he went camping and sleeping in his car and so on with swelling in his right leg. A workup revealed deep venous thrombosis. He was started on Eliquis and sent to the PCP as well as the hematologist for further evaluation. He stayed on Eliquis for six months. At that time, the patient was also taking testosterone injections. Dr. Jenkins did complete workup and thrombophilia panel and it was found that the patient did have heterozygosity for prothrombin gene mutation. No further workup needed and the patient is not on any blood thinner or not even any aspirin at this time. He denies any further problems.

3. He does have seasonal allergies for which he takes Claritin as needed.

Past Surgical History: He has had some colonoscopy done years ago for some GI symptoms and he had a repeat colonoscopy, none since then. He is not sure of the time of the last one. He is 52 years now.

Medications:
1. Lamictal 100 mg one in a.m. and half in p.m.

2. Abilify 15 mg half daily.

3. Wellbutrin 150 mg two tablets in a.m. and one in p.m.

4. Claritin 10 mg as needed.

Allergies: No known drug allergies.

Personal History: Denies smoking. Occasional alcohol use. Denies drug abuse.

Jason R. Allen

Page 2

Occupation: He works in a factory, something to do with aluminium powder though.

Social History: Married, lives with wife and daughter.

Physical Examination:

General: He is right-handed.

Vital Signs:

Height 6’3” tall.
Weight 228 pounds. He has lost about 20-25 pounds intentionally.

Blood pressure 112/74.

Pulse 92 per minute.

Pulse ox 96%.

Temperature 96.5.

BMI 28

Head: Normocephalic.

ENT: The patient sounds nasal, but no evidence of acute infection or tonsil enlargement.

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

Lungs: Clear. No wheezing, rhonchi or rales.

Heart: S1 and S2 with regular sinus rhythm. No gallops or murmurs.

Abdomen: Soft and not tender. No hepatosplenomegaly. Bowel sounds are normal. Hernial orifices are free.
Extremities: No edema.

CNS: Speech normal. Gait normal. No motor or sensory weakness. Grossly intact.

Psychiatric: Mood seems to be stable at this time on current medications.

Assessment:

1. Annual wellness visit. Clinical exam is normal.

2. History of bipolar disorder.

3. History of seasonal allergies.

4. Remote history of DVT.

5. Heterozygosity for prothrombin gene mutation present in the patient.

Plan: The patient was reassured. We will get screening CBC, CMP, lipids, TSH and hemoglobin A1c. We will call the patient back with the results when available. He will continue to follow up with Dr. Dave, will see Dr. Nalini Dave as needed. I did tell him that if his last colonoscopy was negative that he will only need to get one in 10 years and I will check with Dr. Ragu’s office and let him know.
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