VENGATACHALAM, SUTAMANI

DOB: 06/10/1985

DOV: 07/02/2025

HISTORY: This is a 40-year-old gentleman here for followup.

Mr. Vengatachalam has a history of hypertension, hypercholesterolemia, and diabetes. He is here for followup for these conditions. He states his main reason for coming today is to make sure his blood pressure is fine and the medication is working. He states he is not prepared to have labs drawn today.

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: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 127/84.

Pulse is 75.

Respirations are 18.

Temperature is 98.1.

HEENT: Normal.

NECK: Full range of motion. No rigidity and 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.

ASSESSMENT:
1. Hypertension (well controlled with lisinopril).
2. Hypercholesterolemia.
3. Diabetes mellitus.
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PLAN: The patient is not prepared to have labs drawn today, he states he will return for that. He was given the opportunity to ask questions and he states he has none. He was strongly encouraged to continue lisinopril.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

