PRUNEDA, JOSEPH
DOB: 03/17/1965
DOV: 03/11/2026
HISTORY: This is a 60-year-old gentleman here for a routine visit to establish primary care. The patient is accompanied by his brother who states that his prior PCP is having some challenges to have some of his stuff done in his clinic and he has to go multiple places to have basic labs drawn, to have x-rays and he states he wants to change to be somewhere where he can have the stuff, mostly everything can be centralized. He states the patient has no complaints today. The patient is a very poor historian secondary to MR.
PAST MEDICAL HISTORY:
1. BPH.

2. Hypercholesterolemia.

3. Non-insulin-dependent diabetes.

4. Reactive airway disease.

5. Asthma.

6. Overactive bladder.

7. Seasonal allergies.

PAST SURGICAL HISTORY: The patient had a hip replacement.
MEDICATIONS:
1. Metformin 1000 mg b.i.d.
2. Myrbetriq 50 mg daily.

3. Simvastatin 40 mg daily.

4. Tamsulosin 0.4 mg to take at bedtime.
ALLERGIES: CODEINE.
FAMILY HISTORY: Father with BPH, hypercholesterolemia, and hypertension.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress. The patient appears calm.
VITAL SIGNS:

O2 saturation 95% at room air.

Blood pressure 168/91.

Pulse 94.

Respirations 18.

Temperature 98.2.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
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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. EKG revealed sinus rhythm. No acute injury is demonstrated. No old injury is demonstrated.
ABDOMEN: Distended secondary to mild obesity. No tenderness to palpation. No guarding. No rebound. No rigidity. He has normal bowel sounds.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Hypercholesterolemia.

2. Benign prostatic hypertrophy.

3. Non-insulin-dependent diabetes.

4. Seasonal allergies.

5. Bladder incontinence.

PLAN: The following were done in the clinic today. A fingerstick of his glucose was done, result is 246. EKG reveals no acute injury and no old injury.

Echo and ultrasound were done as a means of establishing baseline of the patient’s current medical issues.

He states he does not need any medication in the morning, but he needs a machine to check his glucose at home and one was prescribed for him.
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

