LOPEZ, ANDRES
DOB: 05/30/1991
DOV: 06/03/2025
HISTORY OF PRESENT ILLNESS: Mr. Lopez is a 34-year-old gentleman comes in today complaining of left-sided chest pain. He states it has been going on now for 24 hours. He started by getting dizzy, had mild cough. His children have been sick. He has had URI symptoms. He has had a history of pleurisy; he did have pleurisy a few years ago and it “acted just like this”.
He is a single fellow. He works on railcars. He has been lifting some heavy pallets as well. He is not married. He is separated and has two children. He does drink occasionally. He does not smoke. He stated on his birthday on 05/30/2025 he got a little drunk and he experimented with cocaine, but that was a few days ago before his birthday actually and he did not have any chest pain till yesterday after he started lifting heavy equipment at work and heavy pallets.

The good news is his EKG is totally negative. His chest x-ray is totally negative. We offered him to go to the emergency room for CPK and troponin, but he definitely does not want to. His pain definitely gets worse with breathing. I can also put my finger underneath his left nipple and press and will have him come off the table because of pain. For this reason, he was given Toradol. We watched him respond to Toradol, which was a beautiful response and he did quite well, the pain was completely gone.

PAST MEDICAL HISTORY: HSV-1.
PAST SURGICAL HISTORY: None.
MEDICATIONS: None.
ALLERGIES: Negative.

PEDIATRIC IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: As above.

FAMILY HISTORY: Diabetes, thyroid cancer, and hypertension. The patient does have family history of heart disease and diabetes as well.
REVIEW OF SYSTEMS: As above, associated with URI and dizziness.
PHYSICAL EXAMINATION:

GENERAL: The patient is alert, awake, in no distress.

VITAL SIGNS: Weight 169 pounds, up 4 pounds. Temperature 97.9, O2 sat 99%, respirations 16, pulse 70, blood pressure 136/78.
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HEENT: TMs are red and inflamed and definitely has fluid under behind both TMs today. Oral mucosa without any lesion. Posterior pharynx is red.

NECK: No JVD.

LUNGS: Clear.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.

ASSESSMENT/PLAN:
1. Chest pain definitely appears noncardiac.

2. Responded well to Toradol 60 mg IM.

3. EKG is totally negative.

4. Chest x-ray is negative.

5. Because of his history of cocaine use a week ago, we gave him the option of going to the emergency room, he adamantly does not want to go.

6. We are going to do blood work including CBC, CMP, TSH, thyroid, testosterone, B12, and vitamin D.

7. Family history of diabetes. We are going to check an A1c.

8. We did look at his heart. His echocardiogram is totally negative just like his EKG.

9. We did look at his legs and his carotids to look at his vessels. They were all within normal limits with family history of coronary artery disease.

10. With a family history of thyroid cancer, we looked at his thyroid. There was no abnormality noted.

11. Abdominal ultrasound, which was done in face of chest pain, to rule out gallstones, was completely within normal limits.

12. Findings were discussed with the patient at length.

13. Prostate is slightly enlarged.

14. Recommend saw palmetto.

15. He promises that if he gets worse to go to the emergency room right away.

16. He had similar episode in 2022 with left-sided otitis media and pleurisy and was treated as such and responded well.

17. We talked about drug use, of course, before leaving my office.
Rafael De La Flor-Weiss, M.D.
