CHACKO, SAMKUTTY

DOB: 02/03/1963

DOV: 05/04/2024

HISTORY: This is a 61-year-old gentleman here with frequent urination. The patient states this has been going on for a few days and it has gotten worse today. He states this has been going on for approximately three weeks. He states he came in because at nights he has to get up to go to the bathroom three or four times.

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 and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 120/80.

Pulse 75.
Respirations 18.
Temperature 98.1.

HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

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: Nondistended. No guarding. No tenderness to palpation.  No rebound. No peritoneal signs.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Frequent urination.

2. BPH.

3. Diabetes type II.

4. Hypercholesterolemia.

5. Hypertension.
6. Bronchitis (the patient reports cough for the past two weeks or more and is productive of green sputum).

Today, we did the following labs. CBC, CMP, lipid profile, PSA, A1c, testosterone, T3, T4 and TSH. Urinalysis was done. Urinalysis revealed 2+ glucose. Fingerstick revealed glucose of 141.

Ultrasound was done on this patient. Ultrasound showed mildly enlarged prostate. No calcification.

PLAN: The patient’s medications were refilled as follows:

1. Ozempic 4 mg/3 mL, he will take 1 mL subcutaneously weekly for 90 days.

2. Amlodipine besylate 10 mg one p.o. daily for 90 days, #90.

3. Atorvastatin 20 mg one p.o. daily for 90 days, #90.

4. Omeprazole 20 mg one p.o. daily for 90 days, #90.

5. Zithromax 250 mg two p.o. now and one p.o. daily until gone, total of six pills.
6. Xigduo XR 5/1000 mg one p.o. b.i.d. for 90 days.

7. Flomax 0.4 mg one p.o. daily for 90 days, #90.

He was advised to stop all fluid intake at 6:00 in the evening. Strongly advised not to drink any liquid after 6:00 in the evening and to return to the clinic in about a month with the results. Today, the patient was educated as to the possibilities of his frequent urination. He states he understands and will take the medication he was given.
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