PEREZ, LUIS
DOB: 03/03/1979
DOV: 01/03/2026
HISTORY: This is a 46-year-old gentleman here for followup.
Mr. Luis was seen for physical examination on 12/29/2025, where he had labs drawn. He is here to review the results. He states he has no complaints.
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, oriented, and in no acute distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 119/78.

Pulse 77.

Respirations 18.

Temperature 97.1.

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

EXTREMITIES: No edema or erythema of the upper and lower extremities. He has full range of motion of both upper and lower extremities with no discomfort. She bears weight well with no antalgic gait.

ASSESSMENT:

1. Hypercholesterolemia.
2. Hypoglycemia.

3. His labs reviewed.
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PLAN: The patient and I have reviewed his labs, which revealed elevated cholesterol at 660. The patient and I had a lengthy discussion about lifestyle changes that can help reduce these numbers. We talked about diet and exercise. He expressed understanding and willingness to comply with instructions for diet and exercise. We talked the diets to avoid or diet to use. The patient was sent home with the following medications:
1. Simvastatin 20 mg one p.o. daily for 90 days #90.

He was given the opportunity to ask questions, he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
