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PROGRESS NOTE
PATIENT:

Verstay, Richard

DATE:

January 24, 2013

DATE OF BIRTH:
10/17/1948

S:
This patient returns after a period of two months with a history of rhinitis, reactive airways, hyperglycemia, and history of choking episodes with bronchitis. He is presently doing well. He went for blood work recently. Blood sugar was noted to be 110, but the A1c level was 5.5. He also has had cholesterol of 224 and has had mild hyperlipidemia in the past. His hemoglobin was 16.8. Other chemistry was unremarkable. The patient has no new symptoms. No wheezing, chest congestion, cough, or chest pains. He has had trouble swallowing in the past, but has had GI evaluation. He does not want to go for any endoscopies. There is a family history of heart disease and father had CA of the lung. He is nonsmoker. He has no drug allergies. His other system review is negative x10 systems.

O:
On exam, this is a thinly built middle-aged white male. Vital signs: Blood pressure 130/80. Pulse 100. Respirations 20. Temperature 98.0. Weight is 160 pounds. Saturation is 97%. HEENT: Tongue is moist. Throat is injected. Neck: Supple. No bruits. Chest: Equal movements with clear lung fields. Heart: Heart sounds are irregular. No murmur. Abdomen: Soft and benign. Extremities: No edema or lesions. Normal reflexes. Neurological: No deficits.

A:
1. Reactive airways with allergic rhinitis.

2. Mild hyperglycemia.

3. Hyperlipidemia.

P:
The patient will use Ventolin two puffs q. 6h., p.r.n. Continue with the other mentioned medications above. Follow up visit here in approximately eight months.
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