__________, EARL
DOB: 12/19/1966
DOV: 10/18/2024

REASON FOR VISIT: The patient is a 58-year-old male who presents for physical exam and chest x-ray regarding past history of positive history of tuberculosis skin test. The patient denies any acute symptoms. No cough. No congestion.
ALLERGIES: The patient has no known drug allergies.
REVIEW OF SYSTEMS:
HEENT: ENT: The patient denies any nasal discharge. No ear pain. No loss of hearing. No sore throat. No painful swallowing. Eyes: No reports of any blurred vision. No eye pain.

CARDIAC: No report of any chest pain or palpitations.

RESPIRATORY: No reports of any shortness of breath or cough.

GI: No reports of any abdominal pain. No nausea, vomiting, or diarrhea.

SKIN: No report of any rash or abrasion.

MUSCULOSKELETAL: No report of any joint pain or joint swelling.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert and oriented with no acute distress.

VITAL SIGNS: Weight 220 pounds. O2 saturation is 98%. Blood pressure is 128/75. Pulse is 75. Respirations 18. Temperature 97.3.

HEENT: PERLA. EOMI. Tympanic membranes are pearly grey. No erythema. Oral mucosa pink and moist.

NECK: Supple. No stiffness. No adenopathy.

HEART: S1 and S2 audible with regular rate and rhythm. No murmur noted.

LUNGS: Clear bilaterally. No wheezes, no crackles, and no orthopnea.

ABDOMEN: Soft. Bowel sounds x4 active. No tenderness. No palpable masses.

EXTREMITIES: The patient moves all extremities voluntarily with no joint stiffness.
NEUROLOGIC: The patient is alert and oriented x3. Reflexes equal in all extremities. No deficit noted.

SKIN: Warm and dry. No lesions, no abrasions, and no erythema.

ASSESSMENT:

1. Chest x-ray report.
PLAN: The patient chest x-ray revealed no acute lung disease.
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