MONTEALVO, FIDEL
DOB: 04/23/1963
DOV: 04/04/2022
HISTORY: This is a 58-year-old gentleman here requesting a physical examination.

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 reports blood in stool. He reports discomfort in his abdomen. The patient reports runny nose/congestion. The patient reports pain and pressure in his frontal and maxillary sinuses. Reports green discharge from his nose. Denies nausea vomiting or diarrhea. He states he is eating and drinking well.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 150/96.
Pulse 75.

Respirations 18.

Temperature 98.1.

HEENT: Normal. Nose: Congested nares with green discharge. Erythematous and edematous turbinates. Throat: Mildly injected. Uvula is midline and mobile. Pharynx and tonsils are mildly injected. No exudates.

FACE: Tender maxillary and frontal sinuses.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. The patient goes into cough fit with deep inspiration.

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

ABDOMEN: Soft. No rebound. No guarding. No tenderness to palpation. No CVA tenderness. No rigidity. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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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. Acute rhinitis.

2. Acute sinusitis.

3. Bright red blood per rectum.

4. Acute bronchitis.

5. Acute hypertension.

Labs were drawn today and labs include CBC, CMP, lipid profile, A1c, vitamin D, T3, T4 and TSH.

Medication was refilled as follows: Lisinopril 20 mg one p.o. daily for 90 days; this is an increase from the last visit as the patient’s blood pressure is not at goal.

In the clinic today, the patient had the following.

1. Rocephin 1 g IM.

2. Dexamethasone 10 mg IM. He was given samples of Ryvent to take one twice daily 6 mg.

Advised to increase fluids, to come back to clinic if worse or go to the nearest emergency room if we are closed. The patient was given a consult to GI doctor for his bright red blood per rectum.

The patient was given samples of Ryvent and a prescription for Ryvent was also done as follows: Ryvent 6 mg tablets one p.o. by mouth three times a day, #60, no refills.

Labs were drawn as follows. CBC, CMP, lipid profile, hemoglobin A1c, PSA, and vitamin D. When these results are available, the patient will be called back into the office.

The patient was given the opportunity to ask questions, he states he has none.
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