MORALES, MICHAEL
DOB: 06/27/2002
DOV: 02/17/2024
HISTORY: This is a 21-year-old gentleman here for a routine physical exam.

He states that he gets an exam once a year and would like to have this done today. 
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient reports headache. He states headache is not a worse of his life. It is gradual onset. He states headache today is about 3/10, but was much higher about two or three days ago. He described headache as pulsating now located diffusely in the scalp.

All other systems were reviewed and were negative.
PHYSICAL EXAMINATION:

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

O2 saturation 97% at room air.

Blood pressure 138/74.

Pulse 64.

Respirations 18.

Temperature 98.4.
HEENT: Normal.

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. The patient is bradycardic. EKG was done because of his bradycardia. EKG revealed sinus rhythm again confirmed bradycardia (when questioned the patient, the patient states he exercises every single day).
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ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No visible peristalsis.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good 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 is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Headache.

2. Physical exam.

PLAN: The patient and I had a discussion about headache and the cause. He stated that he was going through some stress recently. He states he lost his dog that he had for several years and was grieving over it.

We discussed results of his ultrasound which revealed no acute abnormality. He was sent home with Maxalt 5 mg. He will take one p.o. at onset of his headache and repeat one p.o. q.2h. if no changes, advised not to take more than five tablets in 24 hours. He was given 24 tablets with no refills. Labs are also drawn today. Labs include CBC, CMP, lipid profile, A1c, T3, T4, TSH and vitamin D.

He was given the opportunity to ask question and he states he has none.
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