THIBODEAUX, BURTON
DOB: 05/04/1966
DOV: 01/21/2026
HISTORY: This is a 59-year-old gentleman here for annual physical examination. The patient indicated that his last visit here was on 01/20/2025 and since then, has had no need to seek medical, psychological, surgical or emergency care.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no significant changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no significant changes.
MEDICATIONS: Reviewed and compared to last visit, no significant changes.
ALLERGIES: Reviewed and compared to last visit, no significant changes.
SOCIAL HISTORY: Reviewed and compared to last visit, no significant changes.
FAMILY HISTORY: Reviewed and compared to last visit, no significant changes.
REVIEW OF SYSTEMS: The patient reports runny nose. He stated he has some green discharge from his nose.
He reports pain and pressure behind his eyes and his sinuses. He indicated he has had sinus infection in the past and symptoms feel somewhat similar. He stated this has been going on for around 3 weeks. He states he has been using cough and cold medication with no improvement.

The patient reports back pain. He states the back pain is located in his lower lumbar region with some radiation to his posterior thigh. He denies bladder or bowel dysfunction. He stated he has occasional weakness and pain in his left posterior thigh.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 93% at room air.

Blood pressure is 114/80.

Pulse is 105.

Respirations are 18.

Temperature is 97.9.

NOSE: Congested with green discharge, erythematous and edematous turbinates.
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.

ABDOMEN: Distended secondary to obesity. Normal bowel sounds. No guarding. No visible peristalsis.
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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 left antalgic gait secondary to lumbar pain. No muscle atrophy.

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

ASSESSMENT:
1. Annual physical examination.
2. Lumbar neuropathy.
3. Acute sinusitis.
4. Acute rhinitis.
5. Fatty liver.
6. Prostate hypertrophy (now, the patient reports no symptoms of frequency or urgency).
PLAN: Today, in the clinic, we did an outside study; ultrasound of the patient’s abdomen organ systems. Ultrasound reveals fatty liver, findings consistent with enlarged prostate.
The following labs were done today: CBC, CMP, lipid profile, A1c, PSA, testosterone, vitamin D, TSH, T3 and T4.

The following tests were also done: strep and strep was negative, COVID and COVID was negative and influenza was negative. The patient received the following medications in the clinic today: Rocephin 1 g IM and dexamethasone 10 mg IM; this is for his sinusitis and rhinitis.

The following consults were completed for the patient: The patient was referred to gastroenterology for a screening colonoscopy.

An MRI of his lumbosacral spine was done to further assess his back pain that radiates to his lower extremity.

He was sent home with the following medications:

1. Amoxicillin 875 mg one p.o. b.i.d. for 10 days #20.
2. Allegra 180 mg one p.o. once daily for 30 days #30.
3. Gabapentin 200 mg one p.o. b.i.d. for 30 days #60.
He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

