SOSA, FARID
DOB: 10/07/1977
DOV: 05/25/2023
HISTORY: This is a 45-year-old gentleman here with headache. The patient states that this is not the worst headache of his life. He states headache is like a band around his head. He does report some stress in his family. He has some stress at home and at work. He states headache is approximately 5/10, increased sometimes with light. He states he has not taken any medication for his headache in the past, but when he sleeps, it will get better.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: Tonsillectomy.

MEDICATIONS: Pepto-Bismol (he states he routinely will have epigastric pain and takes Pepto-Bismol which sometimes help, but states recently it has not been helping like it used to).
ALLERGIES: None.

SOCIAL HISTORY: He endorses alcohol use. He endorses tobacco use. He denies drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above, namely headache and epigastric pain. He also does report some fatigue.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 122/80.

Pulse 63.

Respirations 18.

Temperature 97.6.

HEENT: Scalp: No tenderness in the temporal artery region. No deformity. No evidence of trauma. Eyes: PERLA. EOM full range of motion. Red reflex normal. No cotton wool spots on funduscopic examination. No AV nicking.
NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No tenderness to palpation. He has normal bowel sounds. No organomegaly.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Fatigue.

2. Headache.

3. GERD.

PLAN: Labs were drawn today. Labs include CBC, CMP, A1c, and TSH. The patient was given a note to return to work today. He states he wants to go back, but just needs a note to let the supervisor know that he was here in the clinic. He was sent home with the following medications:

1. Baclofen 20 mg, he will take one p.o. b.i.d. for 30 days #60, he was given two refills.

2. Omeprazole 20 mg one p.o. q.h.s. for 30 days #30, he was given two refills.

He was given the opportunity to ask questions and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

