PEREZ, CARITINO
DOB: 10/05/1978
DOV: 03/08/2022
HISTORY: This is a 43-year-old gentleman here with nausea. The patient stated this all started on Saturday three days ago after he thinks he drank excessively and he indicated that while drinking he became short of breath. Stated that his friends and family called the ambulance, which took him into the local emergency room where he had an extensive workup and indicated that all of his tests appear to have been normal, he stated he was discharged with no medication. He was not admitted, he was just seen and evaluated on that day and sent home. He states he continued to be nauseated and is here essentially to have a detailed physical exam and to establish primary care.

PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.
MEDICATIONS: None.

ALLERGIES: None.
SOCIAL HISTORY: Endorses alcohol use. Denies tobacco or drug use.
REVIEW OF SYSTEMS: Denies abdominal pain. Denies neck pain. Denies double vision or blurred vision.
Denies chest pain.

Denies decrease in appetite.

Denies weight loss.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 149/103, repeat blood pressure was 140/80.
Pulse 97.

Respirations 18.

Temperature 97.9.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs. No palpable nodes.
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 rigidity. He has normal bowel sounds. No peritoneal signs.
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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. 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. Hypertension.

2. Fatty liver.

3. Obesity.

4. Alcohol abuse.

5. Nausea.

Today, we did labs and labs include CBC, CMP, A1c, and PSA

An ultrasound was done of his abdomen to assess his liver considering that this patient indicated that he drinks on a daily basis in excess of one or two 6 packs, which culminated into the emergency room visit. His liver ultrasound reveals *_________* (fatty liver). No evidence of portal hypertension. No evidence of varices.

Kidneys on ultrasound were normal. There were no other GI abnormality based on the ultrasound study.

An EKG was done and EKG was normal sinus rhythm, no acute processes, regular rate and rhythm.

The patient was educated on his condition. He was counseled extensively about the dangers of alcohol use and abuse. He was offered referral to a specialist, but cited funding for his inability to see a specialist. He indicated that he has his own business and has a family and in the interest of his family and business, he will stop or cut back significantly.
He was sent home with the following medications.

1. Lisinopril 5 mg, he will take one p.o. daily for 90 days, #90.

2. Zofran 4 mg ODT one SL t.i.d. p.r.n. for nausea and vomiting.
He was advised to increase fluids and to come back to clinic if worse or go to the nearest emergency room if he is worse. He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

