BOYD, JOHN

DOB: 02/03/1963

DOV: 08/22/2024

HISTORY: This is a 61-year-old gentleman here with frequent urination. The patient said this has been going on for approximately one week, said he thinks he has a UTI because he saw his primary care provider who changed his diabetic medication to an injectable form; the name of which he cannot recall, but he says since he started taking that injectable form of medication, he started having frequent urination. He stated that last night he experienced emergency and frequency. He denies chills or myalgia. He said he did not sleep well last night, he gets up almost every 15 minutes to go to the restroom. He was advised by his doctor to come see us for a possible UTI.

PAST MEDICAL HISTORY:
1. Insulin-dependent diabetes.

2. Hypercholesterolemia.

3. Hypertension.

PAST SURGICAL HISTORY: None.

MEDICATIONS: Metformin and regular insulin.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol, or drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress. The patient has gone for the bathroom at least two or three times since he is here in the clinic.

VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure is 154/89.

Pulse is 95.

Respirations are 18.

Temperature is 98.3.

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 with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. There is some mild distention diffusely. No shift in fluids. No fluid waves.

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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Dysuria.
2. Prostatitis.
3. Enlarged prostate.
4. Glucosuria.
5. Frequency.
PLAN: An ultrasound was done today to assess the patient’s kidney, to look at the patient’s prostate and his vasculature systems, to look also at his liver. The study was unremarkable except for a significantly enlarged prostate without calcification, bladder is contracted, space-occupying contracted because of the enlarged prostate. Urinalysis was done in the clinic today. Urinalysis reveals 2+ glucose. Leukocyte esterase and nitrites are normal.

The patient was sent home with the following medications:
1. Flomax 0.4 mg one p.o. q.h.s. for 30 days.

2. Cipro 750 mg one p.o. daily for seven days, #7.
We strongly advised to come back to the clinic if worse or go to the nearest emergency room if we are closed. The patient has a primary care provider. I advised to discuss findings and ultrasound with his primary care provider. He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

