TRAHAN, DWAYNE
DOB: 09/26/1984
DOV: 04/21/2025
HISTORY OF PRESENT ILLNESS: This is a 40-year-old gentleman with a very strong family history of coronary artery disease, hypertension, noncompliant, hyperlipidemia, and diabetes; he did not know he was a diabetic. He came here on 04/15/25, saw Dr. Piatt. Dr. Piatt told him to rush to the emergency room because he looked pale, diaphoretic and did not feel well.

In the Emergency Room at HCA, he did have what looked like complete blockage of his right coronary and subsequent myocardial infarction, was careflighted, cath within two hours, stent placed and now here for followup.
He had a repeat evaluation on 04/18/25 at the HCA here in Cleveland because he had some back pain. They told him it was reflux. They did not give him any medication. His workup was negative for PE or myocardial infarction.

PAST MEDICAL HISTORY: Hypertension, asthma, diabetes, hyperlipidemia and noncompliance.
PAST SURGICAL HISTORY: The only surgery he has had now is the stents that were placed on 04/15/25 at Kingwood HCA; records are pending.
MEDICATIONS: Toprol 25 mg succinate once a day, Plavix 75 mg once a day, aspirin 81 mg a day, lisinopril 5 mg a day, metformin 500 mg twice a day, and Lipitor 40 mg a day.
ALLERGIES: SHRIMP. Basically, no known drug allergies.
SOCIAL HISTORY: He is a security manager. He does a lot of sitting down. He does not do much walking. He is not obese. The biggest problem is his genes and his noncompliance. He does smoke, but he is not anymore. He does drink alcohol very little, but not anymore.
FAMILY HISTORY: Strongly positive for coronary artery disease.
REVIEW OF SYSTEMS: Medical problems as above. The patient has had no further back pain, chest pain, shortness of breath, nausea, vomiting, hematemesis, hematochezia, seizure or convulsion. He is taking his Prilosec 40 mg once a day over-the-counter at this time.
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PHYSICAL EXAMINATION:

VITAL SIGNS: Weight 202 pounds. O2 sat 96%. Temperature 98.2. Respirations 16. Pulse 113. Blood pressure 133/81.

HEENT: Oral mucosa without any lesion.

NECK: No JVD.
LUNGS: Clear.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

NEUROLOGICAL: Nonfocal.
SKIN: No rash.

ASSESSMENT/PLAN:
1. Myocardial infarction.

2. Complete right-sided coronary artery blockages.

3. Stents in place.

4. He is given somewhat of a cardiac rehab.

5. He wants a release to go to work next week.

6. He has an appointment with the cardiologist on 04/30/25.

7. He will repeat his blood work at that time.

8. Metformin, his wife states drops his blood pressure. I told them that is unheard of, so he is going to take the metformin at nighttime.

9. His wife is doing a great job checking his blood pressure. No hypotension noted on the current medication.

10. Blood sugars are stable as well and metformin 500 mg should do the job.

11. Check A1c next visit.

12. Activity limited by the folks from the hospital.
13. Cardiac rehab per cardiologist.

14. May return to work as long as he does not do too much walking and he is not very active next Monday.

15. Findings were discussed with the patient at length before leaving my clinic.

16. He was given ample time to ask questions before leaving.

Rafael De La Flor-Weiss, M.D.

