Patient Name: Myron Pinkerton
DOS: 01/23/2013

VITAL SIGNS: Temperature 98.2, blood pressure 122/72, pulse 86, respiratory rate 17 and weight is 220 pounds.

HISTORY OF PRESENT ILLNESS: The patient presents today for multiple concerns. The patient is an 82-year-old male presents today. He reports that he has lot of aching in the joints. He reports generalized joint aches in fingers and knees with stiffness in the joints and aching in the knees. He reports the aching in the knees and fingers has been persistent and consistent most notably in the cold weather. He reports he had this for many years, but he reports the stiffness in the knees and fingers causes a problem sometimes with ambulation. Denies any new trauma. The patient reports that he has been followed by a back specialist for his back. He reports his back symptoms are better than before. He does report he had some allergy like symptoms with congestion, runny nose, postnasal drip with rhinitis over the last three days. He states he has a history of intermittently occurring allergic rhinitis, is also a concern for him. Denies any wheezing or shortness of breath. Denies any chest pain or palpitations. Denies any blurred vision. Denies any headache. The patient reports he has been following up with the urologist. He sees two different urologists and has gotten two different opinions. The patient is advised to get a third opinion as far as evaluating for prostate. The concern for the elevated PSA was discussed with patient and the importance of seeing a urologist, which he will be compliant. He is currently taking Flomax 0.4 mg a day, but he is not taking Proscar and was followed by urologist. He will follow with urologist as was advised. The importance of this is discussed with patient, as there is concern for malignancy, which is discussed with patient. The patient reports he will try to follow the concern for mobility and mortality with regards to the situation. The importance of doing this as soon as possible fairly discussed with patient with regards to prostate. The patient also reports he had loose stools for the last three days, though he does state that it is slightly better today. His has had mild diarrhea. Denies nausea, vomiting, just diarrhea he states that. He had not seen any red or black stools, just three or four loose stools a day. He does state that he is slightly better today. Denies any jaundice. Denies any recent travel. Denies any abdominal pain. Denies any change in weight or appetite. Lastly, patient states that he has been trouble-initiating sleep. He reports he has been stress in his life. He reports he has trouble with sleep maintenance and initiating sleep. He has been getting less sleep. He has had intermittently occurring bouts of insomnia and he reports it seems like he had this when he has more stress in his life; the patient concerned about this. Denies any new motor weakness. Denies any blurred vision. Denies any flank pain. Denies any blood in the urine. Denies any cough. Denies any change in appetite. Denies any fever, night sweats, chills, or sore throat. He reports he has been taking multivitamin a day, glucosamine chondroitin, Flomax 0.4 mg a day.
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PHYSICAL EXAMINATION:

GENERAL: The patient is alert and oriented to person, place, and time.

HEENT: Sclerae are anicteric. Pupils are equal, round, and reactive. Funduscopy reveals no papilledema. Tympanic membranes are clear. There is mild rhinitis.

NECK: There is no adenopathy, thyromegaly, or JVD.

LUNGS: Clear bilaterally.

HEART: Rate and rhythm regular.
ABDOMEN: Soft, nontender. Bowel sounds are positive.

EXTREMITIES: There is no edema. There is no CVA tenderness.

JOINTS: There are DIP changes asymmetric knee changes consistent with arthritis.

SKIN: No skin rash.

NEUROLOGICAL: Cranial nerves II through XII are grossly intact. Motor exam is unremarkable. Kernig’s and Brudzinski’s are negative.

ASSESSMENT:
1.
Arthritis.

2.
Allergic rhinitis.

3.
Diarrhea.

4.
Insomnia.

PLAN: For the arthritis, acetaminophen 500 mg q.12h. p.r.n. Physical therapy and quad strengthening is recommended for the patient. For allergic rhinitis, we will use Benadryl 25 mg q.h.s. p.r.n. Avoid dust mites, danders, pollens, and other known allergens. Also this will also help with the insomnia. We will avoid taking any stronger medications for the insomnia other than the Benadryl 25 mg, which we will help both of the rhinitis and insomnia. The diarrhea appears to be resolving and appears to be viral. The patient may use Imodium one p.o. q.6h. p.r.n. The patient is to follow up with me in one week if symptoms not fully resolved in terms of the diarrhea. Push fluids is about 60 ounces a day. Maintain a low-sodium and low-cholesterol diet. Follow up with the urologist with regards to prostate as soon as possible. We will check a CBC, lipid panel, metabolic panel, and vitamin D. The urologist will follow the PSA and UA. At this time, no allergy testing is needed. Follow up with the back spine specialist is discussed with patient. Time spent with the patient is 40 minutes.
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