DAVIS, RICHARD
DOB: 05/07/1982
DOV: 02/19/2025
HISTORY OF PRESENT ILLNESS: The patient presents today with headache, vomiting, and diarrhea, has been going on for approximately a month and a half. He states that he has not been taking his blood pressure medication and has no signs of blurry vision or loss of consciousness or feeling like his heart is racing, but his blood pressure is 180/130.
PAST MEDICAL HISTORY: Hypertension and dyslipidemia.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm. Noted tachycardic. No carotid bruits noted.
ABDOMEN: Soft and nontender. No rebound. No guarding. Negative heel tap.
ASSESSMENT: Hypertension and abdominal pain.
PLAN: Advised the patient that due to extreme blood pressure that he needs to be evaluated in a higher level of care. Advised the patient we can call an ambulance. The patient denied, states his wife will get him around. Offered an ambulance second time, the patient once again denied and stated that his wife would drive him and he has been signed out discharged and advised to follow up as needed.
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