DRUMMER, EARL
DOB: 02/19/1966
DOV: 11/10/2025
HISTORY: A 59-year-old gentleman here for a routine surveillance for TB. The patient states many years ago he tested positive for TB. He was taken care of by INH for a period of time and asked to come on annual basis for chest x-ray or screen for TB. 
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.

The patient denies weight loss or night sweats. Denies cough. Denies bloody sputum with cough. Denies recent travel history. He states he is eating and drinking well. Denies nausea, vomiting, or diarrhea. Denies increased temperature.

PHYSICAL EXAMINATION:

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

O2 saturation is 97% at room air.

Blood pressure 122/66.

Pulse 61.

Respirations 18.

Temperature 97.7.
HEENT: Normal.

RESPIRATORY: No respiratory distress. No use of accessory muscles. No paradoxical motion.

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

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
ASSESSMENT: Tuberculosis screening (the patient demonstrated no clinical findings for TB).
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