MOORE, FRANK
DOB: 04/27/1952
DOV: 06/01/2022
HISTORY: This is a 70-year-old gentleman here with headache, weakness, and dizziness. The patient stated this has been going on for quite a while and has gotten worse in the last three or four weeks. He states his left forearm feels numb sometimes and he has to squeeze it for it to feel normal. He stated at nights when he lies down, he lies on his forearm and gets very painful and numb. He states this pain is distributed from his elbow down to his fingers, worse on the anterior surface.

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 except for those mentioned above. The patient reports chills, myalgia and cough. He states this happened about two nights ago, he got up and felt really tired, muscle aches and was sweating and attempted to go to get some medication, but his energy seemed like it was gone.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 112/68.
Pulse 70.

Respirations 18.

Temperature 98.2.

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 organomegaly. 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. NIH score is zero. *_________* is normal.
ASSESSMENT/PLAN:
1. Chills.

2. Myalgia.

3. Cough.

4. Headache.

5. Dizziness and giddiness.

6. Peripheral neuropathy.

Today, CT scan of the brain was done without contrast. Study was interpreted by the radiologist as follows: “no mass effect, no midline shift, no extra-axial fluid collection, or intracranial hemorrhage seen”. A chest x-ray was also done for the patient and the chest x-ray was unremarkable, no effusion, no infiltrates, normal cardiac silhouette and bony structures are normal.

Labs are drawn and labs include CBC, CMP, A1c, TSH, T3, T4, PSA, and lipid profile.

The patient was sent home with the following. Gabapentin 300 mg one p.o. b.i.d. for 30 days, #60. He was advised on findings and further advised to return to the clinic if symptoms get worse or go to the nearest emergency room if we are closed. A CVA was considered in this patient’s differential, but he is long out of the window and, while waiting for CT scan results, he indicated that he has to leave and we will call him with the results of the CT scan.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

