OFFICE VISIT

Patient Name: BROWN, RONALD

Date of Birth: 06/19/1941
Date of Visit: 01/22/2013
CHIEF COMPLAINT: Mr. Brown returns following his hospitalization. He reports that since taken off his metformin, he has had increase in his blood sugars now running up into the 180s. He has been advancing his Lantus and that is the only medicine he is taking for his diabetes. He has gone up to working up with 2 units increments _____52_____________. He has gone up from 24 now into 32. He has an appointment this afternoon with Dr. Wood, his gastroenterologist concerning his liver disease and I have asked him to discuss with her the possibility on returning on his metformin at the lower dose.

He reports that he otherwise feels well.

REVIEW OF SYSTEMS: Negative for fever or fatigue. He is dizzy. Weight is 95 dieting. He denies visual changes. He denies upper airway congestion. He has no chest pain or shortness of breath, or palpitations. He has no nausea, vomiting, or diarrhea. No skin rashes.

PHYSICAL EXAMINATION: Shows pleasant and cooperative man who appears in good health. His temperature is 97.7. Pulse is 53. Respiration is 16. Blood pressure is 94/56. O2 saturation is 96% on room air. Examination of the head and neck is within normal limits. His chest is clear to IPPA. Abdominal exam shows firm liver border 5 cm below the costal margin. Spleen is not palpable.

ASSESSMENT: Cirrhosis of the liver and nonalcoholic due to type 2 diabetes insulin requiring.
PLAN: Plan is to check with Dr. Wood as noted above. He is not advised that he go back on metformin. We discussed to stay him on Onglyza. He is on his Coumadin and his INH was 1.8 last Friday and with dosage adjustment has been discussed and reviewed with him. Check that again in two weeks time. He is to call the office tomorrow with the reports and Dr. Woods suggestions.

_______________________

PETER JOHNSON, M.D.
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