OFFICE VISIT

Patient Name: BOLLING, KENNETH
Date of Birth: 07/11/1974
Date of Visit: 01/23/2013
CHIEF COMPLAINT: Mr. Boling returns for reevaluation of his gout. He states that he still has considerable pain particularly at the end of the day at work that ranges 7-8. He states that it is less swollen and less red. Formally, it was in just left great toe and now he has some symptoms in the right as well.

His insurance comes into effect next month and we would be able to do some investigations at that time.

REVIEW OF SYSTEMS: Positive for the pain related to his feet, but he has some pain in the knee and lower back. He states that it does interfere with the sleep. He denies GI symptoms of nausea, vomiting, or diarrhea related to the medications. He denies shortness of breath or chest pain and there is no numbness or altered sensation in his feet.

PHYSICAL EXAMINATION: Shows large man, weighs 350 pounds. He is 6’3” tall. Temperature is 98.3. Pulse is 76. Respiratory rate is 16. Blood pressure is 138/82. O2 saturation is 97% on room air.

Positive signs are confined to the feet. He has little bit tender MP joints on both great toes. He has stiffness in the same joints and there is erythema above them with moderate swelling. Neurological examination is normal.

ASSESSMENT: Gout in both the feet.

PLAN: Prednisone 10 mg taper starting at four times a day and tapering down by 10 mg every four days. Also, I have started him on allopurinol 100 mg daily for a week and two of the 100 mg a day and he is given a prescription for Norco 5/325 mg #40 one to two q.4-6h. as needed for pain. Follow up is in a month’s time and will be able to get the lab work as indicated at that time.
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