ALARCON, DANIEL

DOB: 03/21/2003

DOV: 06/08/2023

HISTORY: This is a 20-year-old gentleman here for requesting a physical exam.

The patient stated he has been gaining lot of weight recently and he is not sure why. He indicated that he eats home food and does not frequently eat fast foods, but still noticed weight gain.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:
GENERAL: He is alert and oriented, in no acute distress.

VITAL SIGNS: 

O2 saturation 98%at room air.
Blood pressure 127/76.

Pulse 92.

Respirations 18.

Temperature 98.1.

HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Obesity.

2. Visit for physical examination.
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PLAN: Today the patient had labs drawn. Labs include CBC, CMP, lipid profile, A1c T3, T4, TSH, and vitamin D.

Ultrasound was done looking at the patient’s lower extremity arterial Doppler, upper extremity arterial Doppler and ultrasound of his abdomen, liver, kidneys, pancreas and prostate. These studies were all unremarkable.
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