GALLEGOS, JORGE
DOB: 08/25/1971
DOV: 09/10/2025
HISTORY: This is a 54-year-old gentleman here with concerns for his blood pressure. The patient stated that he sometimes drinks power drink while working and noticed that he would experience pain in the back of the scalp as well as when he takes his blood pressure, he notices that it is elevated. He stated he has headache today, but not as bad as it was two or three days ago. He stated headache right now is 3/10 located diffusely in his scalp. He denies trauma. He stated it is not the worst headache of his life. He stated headache was of gradual onset. Denies double vision or blurred vision. Denies neck pain or stiff neck. Denies increased temperature.
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 except for those mentioned above.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 95% at room air.

Blood pressure is 147/87.

Pulse is 74.

Respirations are 18.

Temperature is 98.6.
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 murmur. No peripheral edema or cyanosis.
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ABDOMEN: Distended secondary to obesity. No rebound. No guarding. No visible peristalsis. No tenderness to palpation. No organomegaly. Normal bowel sounds.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Obesity.
2. Hypertension.
3. Headache.
PLAN: The patient and I had a lengthy discussion about beverages that can affect his blood pressure and cause headache, which include all power drinks and mostly all sugary beverages. He states he understands and will comply. He states he is going to start drinking water from now on. Labs are drawn. Labs include CBC, CMP, lipid profile, hemoglobin A1c and TSH. EKG was done today. EKG reveals normal sinus rhythm. There is a nonspecific T-wave abnormality, however, there is no ST segment elevation. No Q-waves. EKG does not demonstrate cardiac hypertrophy.
The patient was sent home with the following medication; lisinopril 10 mg one p.o. daily for 90 days #90. He was advised to take Tylenol over-the-counter for his headache.

He was given the opportunity to ask questions and he states he has none.
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