CLINIC VISIT NOTE

SETLER, RONALD
DOB: 11/04/1963
DOV: 07/14/2023
The patient presents with history of flu-like symptoms with drainage for the past four days and medication refills, taking albuterol inhaler and presently amlodipine 12.5 mg daily with better control of blood pressure.
PAST MEDICAL HISTORY: Hypertension, asthma, hypogonadism, depression, and anxiety.
SOCIAL/FAMILY HISTORY: Questionable exposure to flu. Wife works at bar.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits with blood pressure 126/81. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.
IMPRESSION: Flu test obtained was positive for type B flu with history of elevated lipids, asthma, and hypertensive cardiovascular disease.
PLAN: Medications were refilled. The patient was placed on Tamiflu with flu precautions. Advised to follow up in three months for routine care. Needs lab work and blood pressure medications. Last blood work in April. Total cholesterol 238, triglycerides 181, and LDL 158. Given fish oil, the patient did not tolerate, so discontinued. Presently, trying to reduce fats in diet. A1c slightly elevated. Also, seen with the results of lab work done then showing presence of hyperkalemia 6.8, returned to ER with apparent normal checks, glycohemoglobin 6.0 on that visit. He states he was in Granbury for several years with history of multiple medical conditions as above.
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