YORK, DAVID
DOB: 03/09/1969
DOV: 10/28/2024
HISTORY: This is a 55-year-old gentleman here for a followup.

The patient has a history of neuropathy, gastroesophageal reflux disease, hypertension and obesity. He is here for a follow up for this condition and medication refill. He states since his last visit, he has had to be seen in the emergency room where he was diagnosed with urinary retention. He is status post urinary cath with leg bag, dizziness, and syncope. He stated that he was admitted and course of admission includes a CT scan of his brain, CT scan of his spine to some of lower extremities and chest x-ray. He stated these studies were unremarkable with also studies include EKG and cardiac enzymes. He states these studies were unremarkable. He stated he was sent home with urinary cath and leg bag and a referral to urology. He states he has no complaints today.

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.

PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented, and obese gentleman in no acute distress.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 115/81.

Pulse 98.

Respirations 18.

Temperature 97.2.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs. No bruit.
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: Distended secondary to obesity. No tenderness to palpation. No organomegaly. Normal bowel sounds.
EXTREMITIES: Bilateral brown discoloration in the stocking/socks distribution of his lower extremities. No evidence of secondary infection. Site is not hot to touch. There is no fluctuance. No bleeding or discharge. No fluid leakage.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Hypertension.

2. Morbid obesity.

3. Urinary retention.

4. Dizziness.

5. Syncope.

6. Neuropathy.

7. Gastroesophageal reflux disease.

8. Urinary retention.

PLAN: The patient and I had a discussion about his recent visit. I examined his catheter and leg bag. Urine and leg bag appears clear. No cloudiness. No blood. No clots. I reviewed his discharge instructions from last admission and he indicated that he has follow up with urologist. He is accompanied today by his home health nurse who indicated that these appointments were already made.
Following medications were refilled.

1. Lasix 40 mg one p.o. daily for 90 days.

2. Eliquis 5 mg one p.o. daily for 90 days #90.

3. Symbicort 140/4.5 mcg two puffs b.i.d. for 90 days #1.

4. Metoprolol 25 mg one p.o. daily for 90 days.

5. Gabapentin 100 mg one p.o. b.i.d. for 90 days #180.

6. Lamotrigine 50 mg one p.o. b.i.d. for 90 days #180.

7. Pantoprazole EC 40 mg one p.o. daily for 90 days #90.

8. Sodium chloride 9% flush every 12 hours daily for 90 days #180.

9. Potassium chloride 10 mEq one p.o. daily for 90 days #90.

10. Bactroban 2% cream apply to effected area in the lower extremities twice daily 60 g two refills.

11. Amitriptyline, Elavil 50 mg one p.o. q.h.s. for 90 days #90.

12. Folic acid 1 mg one p.o. daily for 90 days #90.

He was given the opportunity to ask question and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

