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Goble, William
01-23-13
dob: 04-27-1934
ID no.: 5792
HISTORY OF PRESENT ILLNESS: This is a clinical case of a 78-year-old white male with a past medical history of lung cancer status post surgery, hypertension, gout, hyperlipidemia, BPH, peripheral neuropathy, status post CABG, double bypass last on 11/05/2012, history of atrial fibrillation, and also chronic hiccups. Basically, the patient came in today for a six-week followup visit and lab results review. The patient came in today with his daughter. Denies any complaints whatsoever. Denies any chest pain, shortness of breath, palpitations, nausea, vomiting or diarrhea. The patient has been seeing a local neurologist, Dr. Goldstein and he is wearing now for an EEG leads. Denies any seizures lately. The patient is compliant with all his medications. Denies smoking or alcohol intake.

CURRENT MEDICATIONS: Acyclovir 400 mg twice a day, allopurinol 300 mg every day, aspirin 325 mg every day, gabapentin 300 mg twice a day, metoprolol 25 mg three times a day, furosemide 20 mg once a day, potassium 20 mEq daily, tamsulosin 0.4 mg once a day, Crestor 5 mg every day, digoxin 0.250 mg daily, and Trileptal 300 mg twice a day.

LABORATORY DATA: Lipid profile – total cholesterol is 112, HDL 28, triglycerides 205, and LDL 43. Chemistry – glucose level 107, creatinine 101, BUN 16, GFR 71, sodium 142, potassium 4.2, calcium 9.1, AST 18, ALT 17, and alkaline phosphatase 101. CBC – WBCs 4.7, hemoglobin 13.7, hematocrit 41.7, and platelets 102,000. TSH 1.5. PSA 1.5. Urinalysis is within normal limits.

Physical examination: General: The patient is in no acute distress, alert and oriented. Vital Signs: Body weight 228 pounds, respiratory rate 18, O2 saturation 94% on room air, pulse 74, and blood pressure 112/70. HEENT: Head is normocephalic. No trauma. Neck: No jugular vein distention. No carotid bruits. No adenopathy. Neck is supple. Heart: Regular rhythm. No murmur. No gallops. Lungs: Clear to auscultation. Abdomen: Soft and nontender. No rebound. No masses. Positive bowel sounds. Extremities: No pitting edema. Neurological: No deficits. Skin: No skin lesions.

Assessment/PLAN:
1. Status post lung cancer surgery and partial lobectomy, last November 2012, stable. The patient has been seeing a local oncologist Dr. Ahmed. The patient told me that he had a PET scan last week and he has another results. He will be seen by oncologist and he will let me know the PET scan results. Pending chemotherapy.

2. Status post CABG, double bypass in November 2012, stable and monitor and he has been seeing a local cardiologist.

3. Thrombocytopenia. He sees Dr. Ahmed, a local hematologist, monitor. No active bleeding.

4. Hyperlipidemia. Slightly elevated triglycerides. The patient needs to take fish oil and he is taking Crestor 5 mg every day. Monitor lipid profile in three to four months. Low fat diet.

5. History of gout, stable. The patient is on colchicine daily as well as allopurinol 300 mg, but I told him to decrease to 100 mg of allopurinol.

6. Chronic renal disease, stable and monitor. Creatinine 1.01, stable and monitor.

7. History of atrial fibrillation, stable. The patient has been seen by a local cardiologist. He is not taking Coumadin.

8. Thyroid nodule incidental findings. Pending general surgeon for a fine-needle aspiration of the thyroid.

9. The patient is with history of seizures. The patient has been seeing a local neurologist Dr. Goldstein and he is wearing a 72 hours leads for EEG. Stable. The patient is on medication. No seizures lately.

Otherwise, the patient will be back in four months with CBC, CMP, lipid profile, hemoglobin A1c, and urinalysis. I discussed with the patient diet, exercise, and medication compliance. Otherwise, the patient will be back in four months. The patient agreed with plan and treatment.
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