HENDRICKS, MATTHEW

DOB: 01/10/1965

DOV: 02/23/2022
HISTORY OF PRESENT ILLNESS: This is a 57-year-old male patient here following up on a motor vehicle accident. We originally saw him mid October. He sustained a motor vehicle accident on 10/14/2021 and was taken by EMS to the emergency room where they did x-rays. No MRI was done. All x-rays that were at that point were completely negative.

The patient continues with complaints of now chronic headaches and vertigo. We did give him an okay to return to work last office visit; however, he has subsequently lost that employment. He continues with the headache.

He describes his symptoms as being very mild vertigo, which comes and goes and the headaches were more so at night when he was lying down and attempting to sleep, although improved the patient continues with these headaches.

No other associated symptom. The patient denies any chest pain, shortness of breath, abdominal pain, or activity intolerance. He denies any eye pain or change in vision. The patient denies any loss of consciousness or incoherence. The patient does maintain his daily activities in normal form and fashion.

CURRENT MEDICATIONS: None.

PAST MEDICAL HISTORY: Questionable hypertension.

PAST SURGICAL HISTORY: Left leg and stomach procedure.

The patient was also shot with a gun. Apparently, the bullet is still near his spine. He has lived with that since 1989; therefore, this disallows any type of MRI procedure to be ordered.

SOCIAL HISTORY: Nonsmoker and nondrinker.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and in no distress, well nourished, well developed, and well groomed.

VITAL SIGNS: Blood pressure today is 165/101. We have talked to him about hypertension. He needs to follow up with his primary care physician. Last office visit, it was I believe 143 systolic. Once again, he is to get a blood pressure cuff and follow up with his primary care physician. Pulse 89. Respirations 16. Temperature 98.2. Oxygenation 99% on room air. Current weight 258 pounds.
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HEENT: Largely unremarkable.

NECK: No thyromegaly. No masses. No lymphadenopathy.

HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmur.

LUNGS: Clear to auscultation. Normal respiratory pattern is observed.

ABDOMEN: Obese, soft and nontender.

EXTREMITIES: He maintains normal muscle strength +5 in all extremities. He maintains a normal gait.

LABS: X-rays were done at the hospital when EMS took him to an emergency room and done approximately on 10/14/2021.

ASSESSMENT/PLAN:
1. Chronic headache and vertigo. The patient will be given Antivert 25 mg three times daily p.r.n. as needed #30.

2. Chronic headaches relating to the headache, neck pain and the dizziness. The patient will be given a Medrol Dosepak to be taken as directed. Furthermore, this patient will be ordered a CT of the brain without contrast. He will follow back up with us in two weeks. The patient also advised if he experiences any exacerbation of symptoms to either call or return to clinic. The patient verbalizes understanding.

Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

