GRAY, FLOYD
DOB: 07/11/1946
DOV: 07/01/2024
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic with her daughter who states that three days ago he was outside and in the next day, which would be two days ago, his body was sore. However, he does state he feels much better today. Daughter is concerned as her father had not been to the doctors since 1967, he is on no medications and states that he has no need to see the doctor. No other concerns at this time.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of drug or alcohol use.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented x 3 patient.
EENT: Within normal limits. Mild erythema noted of the pharyngeal region.
NECK: Supple with no thyroid enlargement.

RESPIRATORY: Normal breath sounds.
CARDIOVASCULAR: Regular rate and rhythm. No murmurs or gallops.
ABDOMEN: Soft and nontender.

EXTREMITIES: Full range of motion.

SKIN: Without lesions or rashes.
ASSESSMENT:
1. Hypertension.
2. Annual wellness exam.

PLAN OF CARE: We will do labs today as he has not had labs since 1967 and does not have a primary care. Instructed the patient to do home blood pressure check for the next five days the same time for confirming diagnosis of hypertension and  possible treatment depending on those values whenever he calls back in five days and we will treat his cough with Bromfed and follow up pending of labs. The patient discharged in stable condition.
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