CHAPMANN, BRUCE
DOB: 10/14/1988
DOV: 10/15/2024

HISTORY OF PRESENT ILLNESS: The patient comes in requesting to change his primary care over to the office, has a history of hypertension and needs his labs drawn, also wants to follow up on the concern he has had being increasingly anxious at work. Work is slow. He works for a family business and concern about finances has been causing him to get anxious at work and requests treatment for it. He has no concerns with suicide or homicide at this time.
PAST MEDICAL HISTORY: Hypertension.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, in no acute distress noted.
HEENT: Within normal limits.
NECK: Supple with no thyroid enlargement.
RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rash or lesions.
ASSESSMENT/PLAN:
1. Hypertension. We will treat with losartan.
2. Anxiety. We will treat with duloxetine and advised to follow up with the therapist.
3. Obesity and sleep apnea. We will get a sleep study at this time and follow up as needed. The patient is discharged in stable condition.
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