GONZALEZ, NELSON
DOB: 04/20/1976
DOV: 07/18/2022
HISTORY: This is a 46-year-old gentleman here for a routine followup.
Mr. Nelson has a history of hypercholesterolemia, diabetes type II, onychocryptosis, hypertension, and obesity, is here for a followup for these conditions. He states that since his last visit he has had no need to seek medical, psychological, or surgical need.

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 bright red blood per rectum with every stool. He states this has been going on for approximately a week. He denies dizziness. He denies weakness. He denies nausea, vomiting or diarrhea. He states he is eating and drinking well. The patient reports rash in his groin area. He reports discoloration and brittle toenails.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 147/82.
Pulse 79.

Respirations 18.

Temperature 98.3.

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.
ABDOMEN: Distended secondary to obesity. No rebound. No guarding. There is organomegaly present. No peritoneal signs. No rigidity.
GONZALEZ, NELSON

Page 2

GU EXAM: Scaly macule in the intertriginous area. No fluctuance. No bleeding. No discharge.
BACK: No CVA tenderness. No bony tenderness to palpation.

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

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. Bright red blood per rectum.

2. Hypercholesterolemia.

3. Diabetes type II.

4. Onychocryptosis.

5. Tinea cruris.

6. Hypertension.

7. Obesity.

Labs were drawn today. Labs include CBC, CMP, TSH, lipid profile, T3, T4 and PSA.

His medications were refilled as follows.

1. Metformin 1000 mg one p.o. daily for 90 days.

2. TriCor 145 mg one p.o. daily for 90 days, #90.

3. Losartan/HCTZ 100/25 mg one p.o. daily for 90 days, #90.

4. Diflucan was prescribed for his intertriginous maceration from tinea.

The patient was given the opportunities to ask questions, he states he has none. He was advised that labs will be available in about two days or so and we will call him once the results are back. He was given a consult to GI for bright red blood per rectum. He was advised to make that call to set up an appointment and do it.
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