SUTAMANI, VENGATACHALAM
DOB: 06/10/1985
DOV: 06/05/2025
HISTORY: This is a 40-year-old gentleman here for followup. The patient indicated that approximately two or three days ago he was seen at a local emergency/freestanding ER for chest pain. He stated he had an EKG done and other workup, which was negative and was advised to follow up. He indicated that chest pain is approximately 3/10 located on the right anterior surface of his chest. He states pain is non-radiating, described pain as aching. He denies trauma. He stated that he slept on his right side and when he woke up this morning, felt pain that is kind of similar to what he was seen for in the emergency room.
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 shortness of breath. He denies diaphoresis. He states pain is worse with touch. He denies exertional dyspnea. He denies paroxysmal nocturnal dyspnea. Denies weight gain.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 140/92.

Pulse is 83.

Respirations are 18.

Temperature is 98.1.

HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

CHEST: Tenderness to palpation anterior surface of the right side of his chest. No paradoxical motion. No use of accessory muscles. Lungs are clear.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. No peripheral edema.

NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal.

ASSESSMENT:
1. Atypical chest pain.
2. Hypertension.
PLAN: In the clinic today, we did following: EKG. EKG demonstrated no ST segment elevation. It is regular rate and rhythm. No acute injury demonstrated.
Echocardiogram was done. His EF was 60%.

The patient was offered labs, namely CBC, CMP and lipid profile. The patient declined, he stated he will come back to doing labs another day citing funding.

The patient was sent home with the following medications:
1. Lisinopril 5 mg one p.o. daily for 90 days.
2. Aspirin 81 g one p.o. daily for 90 days #90.
The patient was educated about his condition, about findings on physical examination, EKG and echo. The patient was given the opportunity to ask questions and he states he has none. He states he is comfortable with my discharge plan. He was given strong return precautions, advised to go to the emergency room if he does not feel better and we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

