CASTILLO, DAVID
DOB: 12/31/1988
DOV: 04/10/2025
HISTORY: This is a 36-year-old gentleman here to establish primary care and to have a physical examination.
PAST MEDICAL HISTORY:
1. Hypokalemia.
2. Hypertension.
PAST SURGICAL HISTORY: None.

SOCIAL HISTORY: He endorses tobacco and alcohol use. He denies drug use.
FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient reports abdominal distention and discomfort in his right upper quadrant.
The patient reports extremity pain and swelling. He states he has a history of hypokalemia and takes 20 mEq of potassium on a daily basis and has been out of his medication.

The patient states he is eating and drinking well, but on occasion he states he will experience some right upper quadrant abdominal discomfort.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 134/96.

Pulse is 73.

Respirations are 18.

Temperature is 98.0.

HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs. He has some mild bruit on the right.
RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended. Has some tenderness to palpation on the right upper quadrant. No CVA tenderness. Normal bowel sounds. No organomegaly. No rebound. No guarding. He has normal bowel sounds.
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SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

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

EXTREMITIES: Full range of motion of upper and lower extremities. He has no antalgic gait. He has 1 or 2+ pitting edema in his lower extremities.

ASSESSMENT:
1. Hypokalemia by history.
2. Hypertension.
3. Med refill.

4. Liver abnormality.

5. Abdominal distention.

PLAN: Labs are drawn today. Labs include CBC, CMP, lipid profile, A1c, TSH, T3, T4 and vitamin D. EKG was done in the clinic today. There are no depressed T-waves. No ST segment elevation. No Q-waves. No injuries demonstrated on this study.
Ultrasound was done to assess the patient’s circulation, organ systems and cardiac ejection fraction. Studies were unremarkable. He has ejection fraction of 56 and 54. However, his liver does demonstrate some decreased size and abnormal texture on ultrasound. To better delineate this abnormality, a CT scan with contrast was ordered for his abdomen and pelvis. The patient’s medication was refilled as follows:

1. Potassium chloride 20 mEq one p.o. daily for 90 days.

2. The patient was originally on losartan, but he states he does not like losartan because whenever he takes he gets a massive headache. I will switch that to lisinopril 5 mg, he will take one p.o. daily for 90 days. He was given the opportunity to ask questions and he stated he has none.
The patient was advised that as soon as the labs are available we will call him if there is need for us to discuss any significant abnormality. He was given opportunity to ask questions and he states he has none.
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