JOHN, ________
DOB: 03/02/1964
DOV: 01/31/2022
HISTORY: This is a 57-year-old gentleman here for a routine followup. The patient stated that his last visit here was approximately one year ago. He stated that in the meantime he was seeing a pain specialist for his wrist. He originally was chronically on Trezix for his wrist in which he has a history of severe osteoarthritis and states he is getting injections and Tylenol No.3, which works well for him. He states his primary reason for coming here today is to follow up on his cholesterol, his depression and his hyperactive bladder.

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: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 149/101.
Pulse 66.

Respirations 21.

Temperature 98.7.

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. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No tenderness to palpation. No rebound. No guarding. No rigidity. He has normal bowel sounds.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Left Wrist: There is decreased range of motion, this is chronic. His wrist is hypertrophic and neurovascularly intact. All other extremities have full range of motion with no discomfort. 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.

ASSESSMENT/PLAN:
1. Chronic wrist pain (the patient has been followed by pain management where he received injection and Tylenol No.3).

2. Hypercholesterolemia. Today, we refilled his simvastatin 40 mg one p.o. daily for 90 days, #90; the patient will return for fasting labs. He stated that he did not fast today, he came in the afternoon, but will return to have labs drawn, which will produce an accurate report of his cholesterol.
3. Venlafaxine 75 mg, he will take one p.o. daily for chronic depression/anxiety.
He was given the opportunities to ask questions, he states he has none. He was advised to take his blood pressure daily and to record it so we can see what the trend is such as outside of here.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

