HISTORY & PHYSICAL
Patient Name: Brock, Wendall
Date of Birth: 08/04/1962

Date of Evaluation: 05/01/2025
CHIEF COMPLAINT: A 62-year-old African American male who is seen for initial evaluation.

HPI: As noted, the patient is a 62-year-old male with history of diabetes, hypertension, and hypercholesterolemia who is seen for initial evaluation. The patient denies any chest pain, shortness of breath or palpitations. He currently denies cardiovascular complaints.

PAST MEDICAL HISTORY:
1. Diabetes type II.

2. Hypertension.

3. Hypercholesterolemia.

4. Neuropathy.

5. Degenerative disease at L3, L4, and L5.

6. Sleep apnea.

PAST SURGICAL HISTORY: Right rotator cuff tear.
MEDICATIONS: Cetirizine 10 mg one daily, tamsulosin 0.4 mg one daily, glipizide 5 mg one daily, hydrocodone/acetaminophen 7.5/325 mg one b.i.d., zolpidem 5 mg one h.s., metformin 850 mg one b.i.d., tadalafil 20 mg one daily, and telmisartan 80 mg one daily.

ALLERGIES: CORTISONE SHOT?
FAMILY HISTORY: Mother with diabetes, congestive heart failure, and hypertension. Father was paraplegic, had diabetes and heart problem.

SOCIAL HISTORY: The patient lives in Florida as a professional driver. He drives a double-decker bus in San Francisco. The patient smokes half pack per day. He notes prior alcohol use, but no drug use.

REVIEW OF SYSTEMS: Otherwise unremarkable.

PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 137/80, pulse 77, respiratory rate 18, height 68”, and weight 197.6 pounds.

The remainder of the examination is relatively unremarkable.
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DATA REVIEW: ECG demonstrates sinus rhythm 85 bpm with normal intervals. No significant ST/T-waves changes.

IMPRESSION:

1. Hypertension.

2. Diabetes type II.

3. BPH.

PLAN:
1. CBC, Chem-20, TSH, hemoglobin A1c, lipid panel, and PSA.
2. Referred to Dr. Ralph Peterson for colonoscopy.
3. Followup in three months’ time.

Rollington Ferguson, M.D.
