GRANGUE, KALANG

DOB: 08/15/1974

DOV: 05/04/2024

HISTORY: This is a 49-year-old gentleman here for routine followup.

Mr. Kalang Grangue has a history of hypertension and is here for followup for this condition and medication refill. He states that since he was last here he visited India and has been doing lots of speeches. He states he is now hoarse and his mouth feels dry. He denies chills, myalgia, increased temperature. Denies body aches. Denies stiff neck. Denies headache. Denies blurred vision or double vision.

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 acute distress.

VITAL SIGNS:

O2 saturation 99% at room air.
Blood pressure 125/83.
Pulse 76.
Respirations 18.
Temperature 97.9.

HEENT: Normal. Throat: Mild erythema. No edema. No exudate. Uvula is midline and mobile.

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: Soft and nontender. No rebound. No guarding. No visible peristalsis.

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

GRANGUE, KALANG

Page 2

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.

ASSESSMENT:
1. Laryngitis.
2. Hypertension.

3. Medication refill.

PLAN: The patient has come to the clinic a little late than usual, it is late for us to have lab drawn. He will come back as a nurse visit to have his labs drawn. Labs will include CBC, CMP, lipid profile, A1c, TSH, T3, T4, vitamin D, testosterone and PSA.

His medications were refilled as follows:

1. Amlodipine 10 mg one p.o. daily, 90 days, #90, no refills.

2. Losartan/hydrochlorothiazide 100/12.5 mg one p.o. daily for 90 days, #90.

3. Magic Mouthwash 80 mL, 20 mL, gargle and spit out daily.
4. Prednisone 20 mg one p.o. daily for 10 days.

Strep test was done. Strep was negative.

He was given the opportunities to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

