MARTE, JOSE
DOB: 09/19/1960
DOV: 06/16/2025
HISTORY: This is a 64-year-old gentleman here with headache and dizziness. The patient states this has been going on for approximately three or four days. He stated it got worse after he celebrated Father’s Day with “a few beers.” The patient denies trauma. He states headache is throbbing and located diffusely in his scalp. He states it is not the worst headache of his life. He stated the headache was of gradual onset.
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 dizziness.

He reports being lightheaded. He states he is eating and drinking okay, but it is a little less because of his nausea.
The patient denies trauma. Denies neck pain. Denies stiff neck. Denies rash. Denies double vision or blurred vision.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress. The patient has dry mucous membranes.
VITAL SIGNS:

O2 saturation 95% at room air.

Blood pressure 141/83.

Pulse 69.

Respirations 18.

Temperature 98.0.
HEENT: Normal. Mucous membranes including of mouth are dry.
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.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Nondistended. No guarding. No visible peristalsis. No tenderness to palpation. No rebound. No organomegaly. He has normal bowel sounds.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Coordination is normal. Mood and affect are normal.

ASSESSMENT:
1. Dehydration.

2. Dizziness.

3. Headache.

4. Nausea.

PLAN: Today, in the clinic, the patient received the following:

1. IV normal saline 1 L bolus.

2. Zofran 4 mg IV push (done by me).

3. I considered Benadryl as part of his regimen, but the patient is driving. He was given dexamethasone 10 mg IV push (done by me).

A fingerstick was done today for glucose. Fingerstick revealed glucose of 99.

CT scan brain without contrast was ordered. The patient will go to Spring Imaging to have the study done as soon as possible.
The patient was sent home with the following prescriptions: Maxalt 5 mg, he will take one p.o. at onset of his headache, he will repeat one every two hours if headache does not get better, but will not take more than 30 mg in 24 hours.

He was given the opportunities to ask questions and he states he has none. I strongly encouraged the patient to drink fluids. He states he will comply.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

