LISK, ANSON

DOB: 02/15/1972

DOV: 11/10/2025

HISTORY: This is a 53-year-old gentleman here for a routine followup.

The patient has history of hypertension, bipolar, anxiety, BPH, HIV disease. He is very sensitive for all these issues and medication refill. He is being followed by Infectious Disease in another facility and brought his labs here which was reviewed. Labs were essentially unremarkable except for decreased CD4. CD4 percentage was 27 versus 30. Absolute CD4 cells were 306 versus 490.

The patient also complains of runny nose, pain and pressure behind his eyes and in his cheek. He states this has been going on for a while. He has been taking over-the-counter medication with no improvement.

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 and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure 131/79.

Pulse 68.

Respirations 18.

Temperature 98.1.
HEENT: Normal.

NOSE: Congested. Clear green discharge. Erythematous and edematous turbinates.

THROAT: No edema. No erythema. No exudates. Uvula midline and mobile.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to mild obesity. 

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. He bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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. Bipolar.

3. Anxiety.

4. Benign prostate hypertrophy.

5. HIV disease.

6. Acute rhinitis.

7. Acute sinusitis.

PLAN: The patient’s medications were refilled as follows: 

1. Alprazolam 1 mg one p.o. q.h.s. for 90 days #90.

2. Irbesartan 300 mg one p.o. daily for 90 days #90.

3. Tamsulosin HCL 0.4 mg one p.o. daily for 90 days #90.

4. Methylprednisolone 16 mg one p.o. daily for 14 days #14 with two refills.

5. Fluticasone Prop 50 mcg one to two actuations each nostril daily for five days #1.

6. Wixela 150/50 mcg one puff b.i.d. two months supply with three refills.

7. Zithromax 250 mg two p.o. now one p.o. daily until gone #6.

He was given the opportunity to ask question and he states he has none.
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Philip S. Semple, PA

