ALVAREZ, JUVENTINO

DOB: 01/25/1962

DOV: 09/24/2022

HISTORY: This is a 60-year-old gentleman here with fatigue.

The patient states this has been ongoing on for approximately a week or two and he states he feels like he has lack of energy, he gets more tired easier than usual. He states his job is not tiresome; he states he drives, operates a machine and sits all day.

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 denies chest pain. He denies respiratory problems. He denies headache. Denies nausea, vomiting, or diarrhea.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 183/105 (the patient is on medication, but he states he will take it when he gets home, he is on hydrochlorothiazide, valsartan, and amlodipine; compliance is always in question).

Pulse is 66.

Respirations are 18.

Temperature is 99.0.

HEENT: Normal.

NECK: Full range of motion. No rigidity and 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: Mildly distended. No tenderness to palpation. No rebound. No guarding. Normal bowel sounds. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

Labs were drawn today. Labs include CBC, CMP, PSA, T3, T4 and TSH, and vitamin D. A fingerstick was done in the clinic today, fingerstick showed glucose at 77.

ASSESSMENT:
1. Fatigue.

2. Chronic kidney disease.

3. Hypertension; poor medical compliance.

PLAN: The patient was advised to go to the emergency room because of his comorbidity and fatigue. This patient would benefit from having some STAT labs drawn to assess for thyroid issue and his kidney status, he declined; he states that all he needs is some iron pills, he stated whenever he takes iron pills *________* better. We had a lengthy discussion and talked about the seriousness about his complaints considering he has chronic kidney disease, he has hypertension, which is not well controlled. He was advised that he will benefit from an emergency room visit to have this stuff stabilized and at least kind of address the reason for his fatigue. He states he understands and prefers not to go to the emergency room. I will go ahead and give him some ferrous sulfate 325 mg, he will take one p.o. daily. He already has vitamin D at home, he was advised to continue his vitamin D, strongly encouraged to go to the emergency room if he does not get better, he states he will.

Rafael De La Flor-Weiss, M.D.
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