REYES, ANTONIO
DOB: 06/26/1965
DOV: 06/08/2022
HISTORY: This is a 56-year-old gentleman here with joint pains and body aches, stated that symptoms started four days ago. He states symptoms are getting a little better, but have not gone completely. He rated the discomfort as 4/10 and stated that whenever he exerts himself his pain is increased. The patient denies trauma. He stated about three days ago or so he had fever; he stated he did not measure it, but his body felt hot.

PAST MEDICAL HISTORY:
1. Chronic pain (the patient is on pain management at another facility. PMP AWARxE reveals that the patient receives Acetaminophen with Codeine on a regular basis as well as Lyrica on a regular basis.)

2. Epilepsy.

3. Glaucoma.
4. Chronic joint pains.

PAST SURGICAL HISTORY: None.
MEDICATIONS:
1. Lyrica.
2. Tylenol No.3.
3. Keppra.
4. Lamictal.
5. Timoptic.
6. Lumigan.
7. Dexilant.
ALLERGIES: None.
SOCIAL HISTORY: Denies drug use. Endorses tobacco and alcohol use.
FAMILY HISTORY: None.
REVIEW OF SYSTEMS: The patient denies nausea, vomiting or diarrhea. Denies headache. Denies neck pain. Denies stiff neck. Denies abdominal pain. He states he is eating and drinking well.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 101/76.
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Pulse 63.

Respirations 18.

Temperature 97.8.

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.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. No joint edema. No joint erythema. He bears weight well with no antalgic gait.

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

NEUROLOGIC: He is alert and oriented x 3. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Fatigue.

2. Pain at multiple sites.

Flu test was done on the patient today, flu test was negative. The patient was given an injection of Toradol 60 mg IM. He was observed in the clinic for approximately 15 minutes after injection, he reports no side effects from the medication. He indicated that the medication did not help him with his pain, he stated he was still in pain. He was advised that we have done all we can for him, we provide for him the highest level of pain management we can at this clinic and strongly recommend he goes into the emergency room where his pain can be better managed and controlled. At this time, we decided to do some labs. We did a CBC and CMP. The patient was advised that these results will not be available until two to three days and we will contact him if any abnormality is resulted. He was given the opportunities to ask questions, he states he has none.

He was discharged with Mobic 15 mg, advised to take one p.o. daily and also strongly encouraged him to go to the emergency room if his pain continues.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

