HISTORY AND PHYSICAL
Patient Name: Scott, Joshua
Date of Birth: 06/04/2001
Date of Evaluation: 02/15/2024
REFERRING: Mother, Danita Scott
CHIEF COMPLAINT: A 22-year-old male without specific problems here for initial evaluation.

HISTORY OF PRESENT ILLNESS: The patient reports that he is a student at _______ college. He is taking psychology. He has no complaints. He has no chest pain, shortness of breath or palpitation. He denies GI symptoms.
PAST MEDICAL HISTORY: Unremarkable.
PAST SURGICAL HISTORY:
1. The patient reports right labrum sports injury.
2. He states that he has surgery to his left pinkie in 2017.

MEDICATIONS: None.

ALLERGIES: PENICILLIN results in rash.

FAMILY HISTORY: Mother with diabetes II and hypertension.

SOCIAL HISTORY: The patient reports occasional marijuana use, but denies cigarettes or alcohol use.

REVIEW OF SYSTEMS: Unremarkable.
PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 133/74, pulse 65, respiratory rate 18, height 71”, and weight 171.8 pounds.

Genitourinary: Exam reveals mild inguinal adenopathy. Otherwise, exam unremarkable.

IMPRESSION:
1. History of ADHD.

2. Sprain, right thumb.

3. APC on EKG.

4. Inguinal adenopathy.

5. CBC, Chem-20, lipid panel, TSH, urinalysis, echocardiogram, EKG, and x-ray right hand with all views. Office followup in 12 months. He will require followup of his labs within the next two to four weeks.
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