CHACKO, SAMKETTY
DOB: 02/03/1963
DOV: 10/05/2024
HISTORY: This is a 61-year-old gentleman here for followup. Mr. Samketty Chacko has a history of GERD, diabetes, hypertension and BPH. He is here for followup for these conditions and medication refill. He states since his last visit, he has had no need to seek medical, psychological, surgical or emergency care and today states he has runny nose. He states discharge from his nose is clear. He states his nose is congested and has occasional cough. He denies chills, myalgia, or increased temperature.
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 134/85.
Pulse 75.

Respirations 18.

Temperature 98.0.
NOSE:  Congested. Clear discharge. Erythematous edematous turbinates.
FACE: No tender sinuses. No edema. No erythema.

ORAL EXAM: Tonsils, uvula and pharynx are normal without exudates, edema or erythema. 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.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Gastroesophageal reflux disease.
2. Diabetes type II.
3. Hypertension.
4. BPH.

5. Acute rhinitis.

6. Acute cough.

PLAN: The patient was sent home with the following medications:
1. Flomax 0.4 mg one p.o. daily for 90 days #90.

2. Omeprazole 10 mg one p.o. daily for 90 days #90.

3. Prednisone 20 mg one p.o. daily for 10 days #10.

4. Singulair one p.o. q.a.m. for 30 days #30.

5. Ozempic 4 mg/3 mL, he will take 1 mL subQ weekly for 90 days.
6. Amlodipine besylate 10 mg one p.o. daily for 90 days #90.

7. Atorvastatin 30 mg one p.o. daily for 90 days #90.

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

In the clinic today, we had done the following labs: CBC, CMP. Labs were last drawn three months ago. These new labs were drawn because the patient has a request from his employer for a physical exam, which includes glucose, total cholesterol, HDL, LDL and triglycerides. He was given the opportunity to ask questions and he states he has none.
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