HICKS, STEVEN

DOB: 12/04/1961

DOV: 06/29/2024

HISTORY: This is a 62-year-old gentleman here for followup and medication refill.

The patient has a history of tobacco use disorder, peripheral neuropathy poorly controlled, and diabetes. He is here for followup for these conditions and medication refills.

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: The patient stated that since his last visit he was hospitalized for a week secondary to myocardial infarction, stated he was stented and spent approximately one week in the hospital.

Denies chest pain today. Denies nausea, vomiting, or diarrhea. Denies headache. Denies swelling of his lower extremities.

The patient indicated that he has stopped smoking since his MI approximately three or four weeks ago.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress. The patient is wearing a WATCHMAN.

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 111/95.

Pulse is 91.

Respirations are 18.

Temperature is 97.3.
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HEENT: Normal.

NECK: Full range of motion. No rigidity and 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. No murmurs auscultated.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.

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

EXTREMITIES: Full range of motion of the 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. Diabetes type II.
2. Tobacco use disorder.
3. Peripheral neuropathy.
4. Coronary artery disease status post MI, stenting four weeks ago.
PLAN: Today, we did the following labs: CBC, CMP, lipid profile, A1c, thyroid, TSH, T3, T4, and vitamin D levels.

The patient’s medications were refilled as follows:
1. Metformin 1000 mg one p.o. b.i.d. for 90 days, #180.

2. Januvia 100 mg one p.o. q.a.m. for 90 days, #90.
He was given the opportunities to ask questions and he states he has none. He is strongly advised to keep his appointment with the cardiologist and the nephrologist, he states he understands and he will.
Today, the patient was offered ultrasound to take a look at his kidneys, his liver, and his vasculature. He indicated that he would not be able to get those studies done today, he will come back next week and make an appointment to have them done.
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