YORK, JASON
DOB: 04/29/1973
DOV: 03/09/2024
HISTORY: This is a 50-year-old gentleman here for routine followup.

Mr. York has a history of hypercholesterolemia, peripheral edema, hypertension, gout, severe obesity, diabetes type II, arthralgias here for followup for these condition and medication refill.
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 SYSTEM: The patient reports painful rash in the _________ area where his abdomen rubs against his thigh as he walks. He denies chills or myalgia. Denies increased temperature.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure 121/82.
Pulse 99.

Respirations 18.

Temperature 98.2.
___________ area abdomen in lower part of his abdomen, his abdomen is grossly enlarged that rubs against his thighs as he walked. There is some friction, abrasions with localized cellulitis. No discharge or bleeding. No fluctuance.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
CARDIAC: Regular rate and rhythm. There is peripheral edema probably 1+ pitting edema.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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ABDOMEN: Distended secondary to morbid obesity. Normal bowel sounds.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with antalgic gait (the patient complains of pain in his knees and ankle with weight-bearing.)
NEUROLOGIC: Alert and oriented. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Hypercholesterolemia.
2. Peripheral edema.

3. Hypertension.

4. Gout.

5. Morbid obesity.

6. Diabetes type II.

7. Arthralgia.

8. Cellulitis.
PLAN: The patient’s medications were refilled as follows:

1. Allopurinol 100 mg one p.o. b.i.d. for 90 days #180.
2. Metoprolol succinate 50 mg one p.o. daily for 90 days #90.

3. Spironolactone 25 mg one p.o. daily for 90 days #90.

4. Warfarin 10 mg one p.o. daily for 90 days #90.

5. Glipizide 10 mg one p.o. b.i.d. for 90 days #180.

6. Mobic 7.5 mg one p.o. daily for 30 days #30.

7. Clindamycin 300 mg one p.o. q.i.d. for 10 days #40.

8. Simvastatin 10 mg one p.o. daily for 90 days #90.

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

He was given the opportunity to ask questions he states he has none. The patient was given lab request to go to LabCorp to have some labs drawn. The labs will be drawn as follow. CBC, CMP, lipid profile, A1c, testosterone, vitamin D, T3, T4 and TSH.
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