ROSALES, FERNANDO
DOB: 11/13/1965
DOV: 02/27/2025
HISTORY: This is a 59-year-old gentleman here with cough. The patient states that this cough has been going on for approximately a month or two. He has been trying over-the-counter medication with no improvement. He states the cough is dry and nonproductive and sometimes it increases at nighttime.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.
PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
MEDICATIONS: Reviewed and compared to last visit, no changes.
ALLERGIES: Reviewed and compared to last visit, no changes.
SOCIAL HISTORY: Reviewed and compared to last visit, no changes.
FAMILY HISTORY: Reviewed and compared to last visit, no changes.
REVIEW OF SYSTEMS: The patient reports a rash on his foot, which he states itches and scaly. Also, stated his toenail is dark and brittle. He states that he has a history of fungus infection of his toenail one time, he used Nizoral, which was about to clear it up, but he stated he stopped the medication and the nail has gotten worse.
The patient also reports that his blood pressure remains elevated. He states he has been taking his medication exactly as prescribed and stated one time he doubled up on his dose of his amlodipine 10 mg and that helped. He denies chest pain. He denies diaphoresis. He denies exertional dyspnea. Denies paroxysmal nocturnal dyspnea.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, obese gentleman.
VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 147/86.

Pulse is 87.

Respirations are 18.

Temperature is 97.1.
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.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Distended secondary to obesity. No tenderness to palpation. No rebound. No guarding. No rigidity. He has normal bowel sounds.

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: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

EXTREMITIES: Foot: Great toe, second toe and third toe on both feet reveal brittle nails, nails are hyperpigmented. On the dorsal surface of his foot, he has an erythematous scaly macule with central clearing, well-demarcated borders.

ASSESSMENT:
1. Onychomycosis.
2. Prominent hilum.
3. Cough.
4. Tinea corporis.
5. Hypertension.
6. Obesity.
PLAN: A review of the patient’s lab, which was done on 02/03/2025 revealed elevated hemoglobin and hematocrit. The patient’s lab will be repeated today, his CBC only, to check his hematocrit and hemoglobin.
A chest x-ray was done. PA and lateral. The right hilum is very prominent. I did order a CT scan with and without contrast to better evaluate his right hilum. The patient was given this consultation and advised to return to clinic as soon as he completes this exam.

The patient was sent home with the following medications:
1. Hydrochlorothiazide 12.5 mg one p.o. daily in the morning #90.
2. Nizoral A-D topical apply b.i.d. for 30 days #60 g.
3. Ketoconazole 200 mg one p.o. daily for 30 days #30.
4. Albuterol inhaler 90 mcg metered-dose inhaler two puffs t.i.d. p.r.n. for cough
The patient was given the opportunity to ask questions and he states he has none. He was strongly encouraged to come back to the clinic if he gets worse or go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

