FLORAS, LUCILO
DOB: 01/23/1974
DOV: 01/30/2023
HISTORY OF PRESENT ILLNESS: He is a 49-year-old gentleman who was seen back in just two weeks ago for diabetes and cholesterol evaluation. He is doing well. His weight is stable. He has had no chest pain, shortness of breath, nausea, vomiting, hematemesis, hematochezia, seizures, or convulsions. His medications remain the same; metformin 500 mg once a day and simvastatin 10 mg once a day. With this regimen, his A1c is 6.1. His sugar is 104. His total cholesterol is 207 and LDL is 130. The patient was going to have blood work done, but it is too early for blood test since he had just that done in October 2022.
PAST MEDICAL HISTORY: Hypertension and hyperlipidemia.
PAST SURGICAL HISTORY: Appendectomy.
MEDICATIONS: Reviewed.
ALLERGIES: None.
COVID VACCINATION: Up-to-date.
SOCIAL HISTORY: No drinking. No smoking. He works with heavy machinery.
FAMILY HISTORY: Diabetes and some kind of kidney problem in father.
PHYSICAL EXAMINATION:

VITAL SIGNS: Weight 170 pounds, no significant change. O2 sat 99%. Temperature 98.8. Respirations 16. Pulse 73. Blood pressure 107/72.

HEENT: Oral mucosa without any lesion.

NECK: No JVD.
LUNGS: Clear.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

EXTREMITIES: Lower extremity shows no PVD or DVT.
ASSESSMENT/PLAN: Evaluation of his carotid reveals no blockage. Echocardiogram is within normal limits. His liver shows slight fatty liver. Gallbladder shows no stones. Kidneys are normal. Bladder is normal. Prostate is slightly enlarged, maybe at 18 g, which is normal for a 49-year-old. He will return in three months for blood test. Findings discussed with the patient. As far as phlegm is concerned, I gave him some RyVent samples to try to see how he does.
Rafael De La Flor-Weiss, M.D.

