CHARGUALAF, MICHAEL
DOB: 09/29/1968
DOV: 01/21/2026
HISTORY: This is a 57-year-old gentleman here for annual physical examination.
The patient indicated that he has not established a primary care provider and would like to do so. He reports prior history of hypertension and stated he received some medication from a freestanding ER and did not quite finish them. He stated he felt well and so he did not continue taking the medication.

PAST MEDICAL HISTORY: Hypertension.

PAST SURGICAL HISTORY: Intestinal surgery.
MEDICATIONS: None.
ALLERGIES: None.
SOCIAL HISTORY: Denies tobacco use. Denise drug use. He endorses alcohol use.
REVIEW OF SYSTEMS: All systems were reviewed and were negative.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure is 150/87.

Pulse is 91.

Respirations are 18.

Temperature is 98.4.

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 murmurs. No peripheral edema or cyanosis. Today, we did an EKG. The EKG reveals normal sinus rhythm. No acute injury demonstrated. No prior injury is demonstrated. Regular rate and rhythm.

ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding. No tenderness to palpation. No organomegaly. No rigidity. The patient has had recent surgery in his abdomen/stomach and the skin on the stomach displays ecchymosis along with well-healing surgery site. There is no fluctuance. No bleeding or discharge. No tenderness to palpation. No induration.
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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: 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. Physical examination.
2. Obesity.
3. Hypertension.
4. Fatty liver.

5. Enlarged prostate.

PLAN: Today, the following were done in the clinic. Labs were drawn. Labs include CBC, CMP, lipid profile, A1c, PSA, testosterone levels, vitamin D, T3, T4 and TSH.
Ultrasound was done to assess the patient’s organ systems considering he recently had the procedure in his abdomen. Ultrasound revealed fatty liver, enlarged prostate and all other systems appear unremarkable.
The patient was sent home with the following medications:
1. Lisinopril 10 mg, he will take one p.o. daily for 90 days #90. He was given a blood pressure log to record his blood pressure on a daily basis and to return with these numbers. This is to assess if the medication is effective.
2. Flomax 0.4 mg one p.o. daily for 90 days #90. This is to address his enlarged prostate.
A consult was done to GI for screening colonoscopy. The patient was also given a consult to Houston Eye Associates to have a screening eye exam considering elevated blood pressure for prolonged period.
He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.
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