LINARES, WALTER
DOB: 02/02/1980
DOV: 03/10/2022
HISTORY: This is a 42-year-old gentleman here for a routine followup and blood work and also noted that he has been having right-sided chest pain for the past three days. He described pain as aching, worse with deep inspiration and movement. Denies trauma. He states pain is approximately 3/10.

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 diaphoresis. Denies shortness of breath. Denies trauma. Denies any extra weightlifting or similar type of activities recently. The patient states pain is non-radiating and is confined to the anterior surface of his chest. Denies diaphoresis. Denies nausea, vomiting or diarrhea. He stated that did not take anything for the pain because he stated “it was not too bad”.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 139/93.
Pulse 90.

Respirations 18.

Temperature 97.6.

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.
CHEST: Chest wall: Tenderness to palpation on the right anterior chest wall. No step-off. No crepitus. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. He had normal bowel sounds.
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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. Atypical chest pain.

2. Chest wall pain.

3. Blood tests for chronic care.

4. Diabetes type II.

5. Depression/anxiety.

6. Insomnia.

7. Hypercholesterolemia.

The patient has a risk factor for cardiac disease namely hypertension, obesity, hypercholesterolemia. All of his examination is not consistent with acute cardiac issues at the moment. The patient, however, was advised to go into the emergency room for further evaluation, where he can have labs drawn and chest x-rays and these tests are possibly here, but the patient declined these tests here secondary to funding.

An EKG was done in the clinic today and the EKG reveals normal sinus rhythm with demonstration of no acute processes.

Labs are drawn and labs include CBC, CMP, lipid profile, hemoglobin A1c, and PSA.

The patient and I continued to have a lengthy discussion about his chest pain; while I suspect it is a typical, however, for reassurance, the patient was advised to go in to the emergency room for better evaluation than that he can get here in the urgent care, he states he understands and will comply. He was given the opportunities to ask questions, he states he has none.
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