CASTILLO, STEVEN
DOB: 07/20/1961
DOV: 03/02/2026
HISTORY: This is a 64-year-old gentleman here for medication refill.
The patient has history of insomnia. He is currently on Ambien. He is here for refill for this medication. He states that since his last visit, he has had no need to seek medical, psychological, surgical or emergency care.

REVIEW OF SYSTEMS: The patient complains of runny nose and nasal congestion.
He also reports epigastric burning pain. He states he has a history of reflux and symptoms are similar. He has taken pantoprazole in the past and would like to have another prescription for it again.
PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 112/74.
Pulse 87.

Respirations 19.

Temperature 98.1.

HEENT: Normal.

NOSE: Congested with clear discharge. Erythematous and edematous turbinates.

THROAT: No edema. No erythema. Uvula is midline and mobile. No exudates.

NECK: Full range of motion. No rigidity. 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.

ABDOMEN: Soft. Nontender. No organomegaly. No rebound. No guarding.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

PLAN: The patient was sent home with the following medications:
1. Ambien 10 mg one p.o. at bedtime #90.

2. Allegra 180 mg one p.o. daily for 90 days #90.

3. Pantoprazole 40 mg one p.o. at bedtime for 90 days.
He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.
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