HEFLIN, ROBERT

DOB: 07/05/1953

DOV: 04/29/2024

HISTORY OF PRESENT ILLNESS: The patient presents for his yearly labs, physical and medication refill. He states that he has been taking his medications. No changes. No adjustments. No side effects. No concerns at this time.

PAST MEDICAL HISTORY: Hypertension, diabetes, arthritis, and inflammatory disorder.

PAST SURGICAL HISTORY: Hernia.

CURRENT MEDICATIONS: All reviewed in the chart.

SOCIAL HISTORY: Negative for any drugs, alcohol or smoking.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed and carried the conversation very well. He is in a wheelchair.

VITAL SIGNS: Stable.

HEENT: Eyes: Pupils are equal, round and reactive to light. Ears: Within normal limits.

NECK: Soft and supple. No thyroid enlargement noted.

LUNGS: Clear to auscultation.

HEART: No murmurs. Positive S1 and S2. Regular rate and rhythm.

ABDOMEN: Soft, obese and nontender.

ASSESSMENT/PLAN:

1. Diabetes. We will refill his metformin 500 mg p.o. b.i.d.
2. Dysuria. We will prescribe Flomax 0.4 mg p.o. to take at nighttime.
3. Hypertension. We will do his lisinopril and HCTZ 10/12.5 mg every day for the next 90 days. We will draw labs in office today, send out and call him with the results. All questions were answered. The patient was discharged to home.
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