BALTAZAR, DIONICIO
DOB: 10/23/1966
DOV: 03/12/2025
HISTORY: This is a 58-year-old gentleman here with headache, neck pain, and numbness in his hands and feet. The patient said this has been going on for approximately three weeks. He said goes on and off and has gotten worse in the last two days or so. The patient states that he was seen six months ago for this condition and was diagnosed with neuropathy was given gabapentin. He said the gabapentin helped, but he says never take the symptoms away completely.
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 denies trauma. He denies blurred vision or double vision. He denies stiff neck.
He denies increased temperature.

Denies nausea, vomiting, or diarrhea.

The patient denies any rash. He denies photosensitivity, said he is eating and drinking well.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure is 123/80.

Pulse is 59.

Respirations are 18.

Temperature is 98.0.

HEENT: Normal.

EYES: PERRLA. EOM full range of motion. No restrictions of his extraocular motion. The patient is not photosensitive.

NECK: Full range of motion. No rigidity. No meningeal signs.
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The patient has some tenderness and mild neck stiffness and lateral surface bilateral sternocleidomastoid muscle region. There is no tenderness of the bony structures of his neck.

RESPIRATORY: Good inspiratory and expiratory effort. No adventurous 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: Distended secondary to mild obesity. No guarding. No visible peristalsis.

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: Alert and oriented x3. Cranial nerves II though X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Headache.
2. Neck pain.
3. Neuropathy.
PLAN: A finger stick for glucose was done in the clinic today. His glucose is 84. The following labs were drawn today. CBC, CMP, cholesterol, PSA, A1c, and TSH. The patient was given the following medication in the clinic: Toradol 60 mg IM. He was observed for approximately 20 minutes after injection than reevaluated indicated his pain is much better. The patient was sent to River Oaks Radiology Clinic for his MRI of his brain and neck. He was sent home with the following medication:
1. Maxalt 10 mg one p.o. at onset of his headache than in two hours repeat one p.o. every two hours if no changes, but do not take more than 30 mg in 24 hours.
2. Gabapentin 300 mg one p.o. b.i.d. for 30 days #60. He was given the opportunity to ask questions and he states he has none.
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