Adam M Katof, D.O.

100 Manetto Hill Road, Suite 312

Plainview, NY 11803

Phone# 516-513-1720        Fax# 516-513-1722


OFFICE VISIT

RE: Deutsch, Herman

Date: 01/22/13

ALLERGIES: NKDA.

MEDICATIONS: Same as 05/11/12 except also on vitamin D 3 4000 IU q.d.

CHIEF COMPLAINTS: Fasting blood work, general followup.

HISTORY OF PRESENT ILLNESS: The patient is an 85-year-old male with a past medical with elevated PSA, microhematuria workup in progress, hypertension, hyperlipidemia, mild bilateral carotid artery disease, vitamin D insufficiency, hyperglycemia/prediabetes who presents for fasting blood work and general followup. The patient has had recent followup with his urologist, Dr. Layne for the workup of microhematuria. The patient had a CT scan of the abdomen and pelvis last week results are pending. The patient has upcoming cystoscopy planned. The patient recently saw his cardiologist, Dr. Trazzera for a nuclear stress test. The patient will follow up with him today for results. The patient has had a seven-pound weight gain since his last visit in October 2012, which he attributes to dietary indiscretions during holidays.

REVIEW OF SYSTEMS: No headache/visual change. No neck/back pain. No fever/chills. No chest pain/palpitations. No cough/no dyspnea on exertion/shortness of breath. No abdominal pain. No nausea/vomiting/diarrhea/constipation. No urinary frequency/urgency/dysuria/hematuria. No motor/sensory change. No rash/pruritus. No sinus pressure/rhinitis. Plus weight gain.

PHYSICAL EXAMINATION: 

Vital Signs: Blood pressure: 131/68. Pulse: 61. Respirations: 16. Temperature: 95.9. Weight: 153 lbs. Pulse oximetry: 100%.

General: In no acute distress. Comfortable.

Skin: No rash.

HEENT: Normocephalic atraumatic. Anicteric/PERRL/EOMI. Tympanic membranes are clear bilaterally. No erythema/exudates.

Neck: No JVD. No adenopathy. No thyromegaly. Negative bilateral bruits.

Cardiac: Regular rate and rhythm. S1/S2 normal. No murmur, rub, or gallop.

Lungs: Clear to auscultation bilaterally, no wheeze, no crackles.

Abdomen: Mildly obese, soft, nontender, nondistended, positive bowel sounds.

Extremities: No clubbing, cyanosis, or edema. Full range of motion x 4. Normal gait.

Neurologic: Alert and oriented x 3. Normal speech.

Back: No costovertebral angle tenderness bilaterally.
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ASSESSMENT: The patient is an 85-year-old male who presents for a followup of fasting blood work, elevated PSA/microhematuria, hypertension, hyperlipidemia, carotid artery disease, vitamin D insufficiency, hyperglycemia/prediabetes.

PLAN:

GU – 

1. Elevated PSA – check PSA.

2. Microhematuria – await CT abdomen/pelvis results and cystoscopy results, follow up with Dr. Layne.

Cardiology – 

1. Hypertension – stable – continue with Cozaar and low-sodium diet.

2. Hyperlipidemia – continue with simvastatin 10 mg q.d., check FLP/LFT.

3. Cardiovascular risk factors – follow up with Dr. Trazzera for results of thallium stress test.

Vascular – Mild bilateral carotid artery disease – continue to monitor.

Endocrinology – 

1. Vitamin D insufficiency – continue with vitamin D supplementation, check level.

2. Hyperglycemia – check fasting glucose or hemoglobin A1c, check sudoscan (within normal limits).

Recommended Followup: Three months.

Adam M. Katof, D.O.

AMK: PV


