MOORE, JOHN
DOB: 08/16/1957
DOV: 07/13/2023

HISTORY: This is a 65-year-old gentleman here for followup.
Mr. John Moore has a history of hypertension, coronary artery disease, diabetes type II, and hypercholesterolemia. He is here for followup for these conditions and medication refills. He states since his last visit he has had no need to seek medical, psychological, surgical or emergency care.
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: The patient reports clogged left ear. He states he can hardly hear from his left. He reports a history of cerumen impaction and thinks symptoms are similar.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 96% at room air.
Blood pressure 138/86.
Pulse 85.
Respirations 18.
HEENT: Normal.
EARS: Left ear is impacted with cerumen. TM is not visible.

NECK: Full range of motion. No rigidity. No meningeal signs.
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.

ABDOMEN: Soft. No rebound. No guarding. Normal bowel sounds. Reducible right inguinal hernia.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.
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NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
ASSESSMENT/PLAN
1. Hypertension.
2. Coronary artery disease.
3. Diabetes type II.

4. Hypercholesterolemia.

5. Cerumen impaction.

6. Medication refill.
7. Right inguinal hernia.
PROCEDURE: Ear wax removal. Ear curette was used to remove a large quantity of wax; however, after removing that large quantity, TM was still obscured and the patient was complaining of discomfort. So, we switched to an irrigating equipment, which removed remainder of cerumen, TM was visible and appears intact with no erythema. Good light reflex.
Labs were drawn. Labs include CBC, CMP, TSH, T3, T4, PSA, testosterone, lipid profile, A1c, and vitamin D.

The patient was given a request for a CT scan of his abdomen with and without contrast to evaluate mass in his right inguinal region suspected to be a hernia.
Medications were refilled as follows:
1. Metoprolol 25 mg one p.o. daily for 90 days #90.

2. Atorvastatin 40 mg one p.o. daily for 90 days #90.

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

4. Clopidogrel 75 mg one p.o. daily for 90 days #90.

5. Lisinopril 5 mg one p.o. daily for 90 days #90.

6. Bumetanide 1 mg one p.o. b.i.d. for 90 days #180.
The patient was given the opportunity to ask questions, he states he has none. He was comfortable being discharged, advised to follow up in 3 months. He was informed that he will be called if labs are abnormal and strongly encouraged to have a CT scan done for us to evaluate his hernia.
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