GODINA, ISAAC
DOB: 07/14/1971
DOV: 05/07/2025
HISTORY: This is a 54-year-old gentleman here requesting his blood pressure be checked. The patient stated that he was at work today and felt a little dehydrated and called the mobile hydration service for IV infusion and they stated his blood pressure was too high and he should come in to have this checked.
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 states he has no chest pain. No nausea, vomiting or diarrhea. No headache. No diaphoresis. No shortness of breath.
PHYSICAL EXAMINATION:

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

O2 saturation 96% at room air.

Blood pressure 144/87.

Pulse 64.

Respirations 18.

Temperature 97.7.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs. No vascular distention.
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.

ASSESSMENT/ PLAN: Elevated blood pressure (mild). The patient was given a blood pressure log to record his blood pressure for the next five days and to come back with these results. He was advised to come back fasting, so we can do fasting CBC, CMP, lipid profile, A1c, TSH, T3, and T4. I will also do ultrasound of his vasculature to ensure that he has no abnormality in his vessels that can cause his blood pressure to be elevated, namely renal arteries.
He was given the opportunity to ask questions, he states he has none.
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