CURRY, WINDER
DOB: 10/07/1978
DOV: 03/07/2024
HISTORY: This is a 45-year-old gentleman here for a routine followup.

Mr. Winder has a history of hypertension (poorly controlled secondary to poor medication compliance), gout, and morbid obesity. He is for followup for these conditions and medication refill. He states since his last visit, he has had no need to seek medical, psychological, surgical or emergency care, and today states he has right elbow pain with a painful rash around his elbow. Denies trauma.

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: All systems were reviewed. The patient reports right elbow pain with painful rash.

Denies nausea, vomiting or diarrhea.

Denies chills or myalgia.

PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented, and obese gentleman.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 215/122. The patient was immediately placed in a room in the bed and advised to lie down. He states he has no headache. At this time, he was given 0.2 mg of clonidine. Approximately 45 minutes later, the patient’s blood pressure was reevaluated. His blood pressure was 217/125. He was advised to go to the emergency room as his pressure remains high with clonidine 0.2 mg. The patient refused. He stated that he just cannot go to the emergency room he states “I do not have the money.”
Pulse 78.

Respirations 18.

Temperature 97.3.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
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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: Distended secondary to obesity. No tenderness to palpation. No rebound. No guarding. 
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

RIGHT ELBOW: There are erythematous macules that is tender to palpation localized edema, essential function, no fluctuance, no bleeding or discharge.
ASSESSMENT:
1. Morbid obesity.

2. Hypertension (poor control, poor medication compliance).

3. Gout.

4. Cellulitis.

PLAN: The patient was given the following medications in the clinic:

1. Clonidine 0.2 mg p.o.

2. Dexamethasone 10 mg IM.

3. Toradol 10 mg IM.

At this point, the patient was strongly advised to go to the emergency room because of his elevated blood pressure. He indicated that he cannot go to the emergency room because of funding.

The patient was given a lab request form to go to the Quest Laboratory for his labs to be drawn. He is an extremely difficult sick because of obesity. Medication refills were as follows:

1. Losartan/hydrochlorothiazide 100/25 mg one p.o. daily for 90 days #90.

2. Clonidine 0.2 mg one p.o. q.h.s. for 90 days #90.

3. Allopurinol 300 mg one p.o. daily for 90 days #90.

The patient was given the opportunity to ask question and he states he has none.
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