CARDENAS, VICTOR
DOB: 08/07/1956
DOV: 07/16/2022
HISTORY: This is a 65-year-old gentleman here for a routine followup.
Mr. Cardenas has a history of hypertension, GERD and vitamin D deficiency. He is here for a followup for these conditions and medication refills. He stated that since his last visit he has had no need to seek medical, psychological, surgical or emergency care.
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 complains of a routine headache. He stated he became concerned, about approximately one week ago, he was having headache and also right-sided weakness. Denies nausea, vomiting or diarrhea. Denies double vision or blurred vision. Denies neck pain or stiff neck. Denies increased temperature.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 121/71.
Pulse 60.

Respirations 18.

Temperature 98.0.

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.

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

EXTREMITIES: Right Upper Extremity: There is decreased range of motion in his right shoulder; this is chronic, however, he states that this has become worse with decreased strength in his upper extremity. 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.
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ASSESSMENT/PLAN:
1. Hypertension.

2. GERD.

3. Vitamin D deficiency.

4. Headache and right-sided weakness.

Today, we did a CT scan of the patient’s brain without contrast. CT scan was read as normal.
Labs were drawn. Labs include CBC, CMP, TSH, T3, T4, A1c, PSA, testosterone levels and vitamin D.

He was sent home with the following medications.

1. Lisinopril 20 mg one p.o. daily for 90 days, #90.

2. Pantoprazole 40 mg one p.o. daily for 90 days, #90.

3. Metoprolol 25 mg one p.o. daily for 90 days, #90.

4. Vitamin D3 50,000 units one p.o. weekly for 90 days, #13.

Labs were drawn today. Labs include urinalysis, CBC, CMP, A1c, vitamin D levels, testosterone, and PSA. The patient brought in a form from his insurance which requires verification of negative Hemoccult, verification of recent optometry exam to include no history of diabetic retinopathy, verification of normal urinalysis to include no protein in his urine or infection.

The patient was given a consult to GI for colonoscopy and consult was given for optometry to have his eye examined by optometrist to verify diabetic retinopathy or other high abnormality. A urinalysis was done in the clinic today, the urinalysis was normal. The patient was sent to physical therapy because of his right shoulder decreased abduction. The patient’s medications were refilled as follows:
1. Lisinopril 20 mg one p.o. daily for 90 days.

2. Pantoprazole 40 mg one p.o. daily for 90 days.

3. Metoprolol 25 mg one p.o. daily for 90 days.

4. Vitamin D3 50,000 units one p.o. weekly for 90 days, #13.

CT scan of his brain was done today. CT scan result was read by the radiologist Dr. Robert Hang, who reports no CT evidence of acute intracranial antibodies.

The patient was advised to make contacts with those consultants he was referred to, to have exams and, when he finished, to return here with the results, so we can complete his insurance form with these requirements. He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.
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