SOTO, MARIA

DOB: 11/24/1981

DOV: 12/15/2025

HISTORY OF PRESENT ILLNESS: This is a 44-year-old woman comes in today because of cough, cold, congestion, and sputum production. Children have all been sick. She does not smoke. She does not drink. She has history of diabetes. She is disappointed with her physician. Her A1c is controlled, but she wants to switch to a different doctor because of conversation regarding eye exam, regarding kidney problems, regarding the fact that she is not on ARB or ACE inhibitor.

MEDICATIONS: Rosuvastatin/Crestor 10 mg a day, metformin 1000 mg twice a day, Singulair 10 mg a day, and Celebrex 200 mg as needed.

The patient was recently seen in this office with history of shoulder pain, status post injection and Celebrex, doing much better, that is not a problem at this time.

ALLERGIES: None.
MAINTENANCE EXAMINATION: Mammogram was done February 2025. Last A1c was 6.1. She thinks eye exam has been scheduled.

FAMILY HISTORY: Hypertension, asthma, high cholesterol, and diabetes. No cancer of any sort reported.

SOCIAL HISTORY: This 44-year-old woman works for the Cleveland ISD; she works in the kitchen. She has four children. She does not smoke. She does not drink alcohol. Last period 11/2025.

REVIEW OF SYSTEMS: She has had no chest pain or shortness of breath. She does snore. She does have symptoms of hypersomnia. Epworth score is right around 12-14. Sleep study will be ordered at this time.
The patient reports no hematemesis or hematochezia, no seizures or convulsions.

The patient’s findings were discussed with her at length before leaving. The patient also now would like to switch to our office as her primary care office and, for this reason, blood book was obtained.

PHYSICAL EXAMINATION:

GENERAL: She is alert. She is awake. She is in no distress.

VITAL SIGNS: Weight 214 pounds; no significant change in her weight. Temperature 98, O2 sat 96%, respiratory rate 18, pulse 96, and blood pressure 134/80.

HEENT: TMs are red. Posterior pharynx is red and inflamed.
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NECK: Anterior chain lymphadenopathy noted.

HEART: Positive S1 and positive S2.

LUNGS: Clear.

ABDOMEN: Soft.

NEUROLOGICAL: Nonfocal.

SKIN: No rash.

ASSESSMENT/PLAN:

1. Sinusitis.

2. Bronchitis.

3. The patient does not smoke.

4. Treat with Bromfed DM, Z-PAK, and Medrol Dosepak.

5. Blood work obtained.

6. A1c was 6.1 before, we will recheck.

7. I added lisinopril 5 mg as a renal protector.

8. Her kidneys look normal on the ultrasound.

9. We talked about activity level. We talked about losing weight.

10. We are going to set her up for a sleep study.

11. She may need GLP-1, but I thought it was too much to discuss with her at length and I am going to discuss that with her later.

12. Sleep study will tell us if she does have sleep apnea and the need for CPAP.

13. Shoulder pain resolved.

14. Fatty liver as above.

15. DJD.

16. Leg pain and arm pain multifactorial related to her work.

17. If she does not improve, she may need a chest x-ray.

18. History of headache.

19. Lymphadenopathy noted in the cervical region.

20. Echocardiogram shows no evidence of LVH.

21. Mild RVH noted.

22. Minimal carotid stenosis noted on the carotid ultrasound. This was done in the face of diabetes.

23. Loss of limb, renal failure and other sequelae of diabetes discussed with the patient.

24. The patient will keep the appointment with the eye doctor as well.

25. We will call the patient with the lab results as soon as available.

ADDENDUM: Ms. Soto’s white count was 12,000; she is already taking antibiotics for her bronchitis and also we increased her metformin to 1000 mg twice a day and asked her to take some vitamin D 10,000 units once a day.
Rafael De La Flor-Weiss, M.D.
