CASTILLO, STEVEN
DOB: 07/20/1961
DOV: 01/08/2022
HISTORY: This is a 60-year-old gentleman here for a followup.
The patient stated that recently he was seen for a routine visit and had labs drawn and is here to review the results of those labs. He states he was seen on 10/28/2021.

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 complained of bilateral flank pain. He states he has funny feeling pain that he gets and if he does excessive work, pain will increase and is more on the right across the flank and then it moves towards the front to the epigastric region. He states he cannot describe the pain, but it is very uncomfortable sometimes.

PHYSICAL EXAMINATION:

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

O2 saturation 95% at room air.

Blood pressure 134/83.
Pulse 96.

Respirations 18.

Temperature 98.0.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Poor inspiratory effort. No coughing. No paradoxical motion.  No use of accessory muscles.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. He has diffuse tenderness across the upper portion of his abdomen.

SKIN: He has a silvery grayish macular lesion on his left elbow and the anterior surface of his right lower extremity. No fissures. No bleeding. No discharge. Not tender to palpation. He states sometimes lesion itches.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT/PLAN:
1. Vitamin D deficiency.

2. Pneumonia.

3. Rash.

4. Insomnia.

5. Low-T.

6. BPH with increased PSA.

A review of the patient’s labs revealed the following abnormalities:
1. Testosterone 26.4 low.

2. Triglycerides 164 high.

3. AST and ALT are elevated at 79 and 24 respectively.

A CT scan was done of the patient’s bilateral flanks. The CT scan was done without contrast because of considering stones; however, the results of the CT scan were read by a radiologist and are as follows:
1. Gallbladder unremarkable.
2. Appendix, no secondary finding for appendicitis.
3. No urinary tract calculi or hydronephrosis seen and obstructing stone none was present.
4. There is a subpleural alveolar opacity in the right lower lobe. This finding is nonspecific, however, it could be due to dependent atelectasis although an inflammatory or infectious process could have the same appearance.
The patient will be treated for pneumonia and then he is going to follow up after this and we are going to re-image him and see if there is any improvement.

He was sent home with the following medications:
1. Ambien 10 mg, he will take one p.o. q.h.s.

2. Vitamin D3 50,000 units, he will take one p.o. a week for 90 days, #13.
3. Following medication was given to address his findings on CT scan today. Zithromax 250 mg two p.o. now, then one p.o. daily until it is gone, total of #6 pills and prednisone 10 mg, he will take one p.o. in the morning for 10 days, #10.

4. Triamcinolone 0.1% cream, he will apply this cream twice daily for 30 days.
He was given the opportunities to ask questions, he states he has none. Again, he was reassured about his conditions and the importance of medication compliance, he states he understands and will comply.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

