HORN, BRYAN

DOB: 07/26/1967

DOV: 02/10/2025

HISTORY: This is a 57-year-old gentleman here with suprapubic pain. The patient stated this has been going on for approximately three or four days, is worse today. He states he has a history of prostatitis and pain appears to be similar to what he experienced in the past with his prostatitis.

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: Denies chills or myalgia. Denies increased temperature. He states pain is 7/10 increases with motion, bending forward, and touch in the suprapubic region.

The patient reports suprapubic pain.

He reports frequent urination and sometimes pain with urination.

He denies myalgia. Denies chills. Denies increased temperature.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 111/74.

Pulse is 66.

Respirations are 18.

Temperature is 97.2.

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.

ABDOMEN: Soft. Some suprapubic tenderness. No rebound. No guarding. Normal bowel sounds. No organomegaly.
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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. No venous cord. No edema in his lower extremities.

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. Acute prostatitis.
2. Chronic DVT.
3. Neuropathy.
4. Chronic joint pains.
5. Hypertension.
6. Diabetes type II.
7. Vitamin D deficiency.
8. Hypercholesterolemia.
9. Medication refill.
PLAN: The following examinations were done in the clinic. Ultrasound to assess the patient’s prostate and assesses his other end organ systems to ensure that if there was prostate cancer, there is no evidence of metastatic disease in his kidneys, liver, or other abdominal structures.

Labs are drawn. Labs include CBC, CMP, PSA, hemoglobin A1c, TSH, T3, T4, vitamin D, and testosterone. The patient received 1 g of Rocephin IM. He was observed in the clinic for approximately 15 minutes, then reevaluated. He reports no signs of allergic reactions to the medicine and is comfortable with being discharged. He was strongly encouraged to go to the emergency room if he gets worse or come back here for a followup in three to four days. He was sent home with the following medications:
1. Cipro 750 mg one p.o. b.i.d. for 12 days, #24.

2. Tamsulosin 0.4 mg one p.o. daily for 90 days, #90.

3. Metformin 1000 mg one p.o. b.i.d. for 90 days, #180.

4. Xarelto 20 mg one p.o. daily for 90 days, #90.

5. Indomethacin 75 mg one p.o. b.i.d. for pain, #90.

6. Lisinopril/hydrochlorothiazide 10/12.5 mg one p.o. daily for 90 days, #90.
The patient was given the opportunities to ask questions and he states he has none.
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