Clinic Visit Note
Patient’s Name: Freddy Sermeno
DOB: 06/16/1968
Date: 08/12/2025

CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of right and left middle finger tightness and high blood pressure.

SUBJECTIVE: The patient stated that his blood pressure has been high and he ran out of the medications several months ago. The patient was controlling with diet and exercise.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or seizures.

PAST MEDICAL HISTORY: Significant for sleep apnea and he uses CPAP machine.

The patient also had a history of hypertension and he was on losartan plus hydrochlorothiazide and he did not use for the past three to four months.

SURGICAL HISTORY: None recently.
ALLERGIES: None.
PREVENTIVE CARE: Discussed and recorded.
SOCIAL HISTORY: The patient is married, lives with his wife and two children. The patient works in a warehouse where he has to push a cart. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use.
OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal heart sounds without any murmur.

ABDOMEN: Obese without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is able to ambulate without any assistance.

MUSCULOSKELETAL: Examination reveals mild trigger finger in the daytime when he wakes; otherwise, rest of the time is fine.

I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding.
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