Clinic Visit Note
Patient’s Name: Julio Martell
DOB: 02/23/1946
Date: 02/24/2022
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of redness and slight swelling of the glans penis, left shoulder pain, accidental fall, and low back pain.
SUBJECTIVE: The patient stated that he noticed slight redness of the glans penis and he had balanitis in the past it relieved after using local antibiotics. The patient does not have any urinary symptoms.
The patient has an accidental fall at home and he hurt his left shoulder and left shoulder pain is 5 or 6 upon exertion and it is completely relieved after resting.

The patient also injured his low back during the fall and he has pain in the left side of the low back and the pain level is 4 or 5 and there is no radiation of pain to the lower extremities. The patient has no pain upon resting; however, upon weightbearing the pain comes back.

REVIEW OF SYSTEMS: The patient denied headache, double vision, ear pain, sore throat, cough, fever, chills, exposure to infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, severe back pain, skin rashes, or depression.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 2.5 mg one tablet twice a day along with low-salt diet.
The patient has a history of hypercholesterolemia and he is on atorvastatin 20 mg once a day along with low-fat diet.

The patient has a history of vitamin D deficiency and he is on vitamin D3 5000 units once a day.
The patient has a history of insomnia and he is on clonazepam 0.5 mg once at the bedtime as needed.
The patient has a history of glaucoma and he is on latanoprost 0.005% ophthalmic drops one drop in the right eye once a day.
The patient has a history of prostatic hypertrophy and he is on tamsulosin 0.4 mg once a day.

ALLERGIES: None.

RE: Julio Martell
Page 2

RECENT SURGICAL HISTORY: None.

FAMILY HISTORY: Sister has hypertension otherwise unremarkable.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient is separated. He has four adult children. The patient currently does not work. He is retired. The patient quit smoking 15 years ago and he has no history of alcohol abuse or substance abuse. The patient’s exercise is mostly walking and he is on low-salt healthy cardiac diet.
OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal first and second heart sounds without any cardiac murmur.

LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
Genital examination reveals minimal redness of the glans penis and foreskin is easily reducible and there are no rashes or open wounds.

There is no inguinal lymph node enlargement.

EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: Examination is intact and the patient is able to ambulate without any assistance.

Musculoskeletal examination reveals tenderness of the left shoulder joint and range of movement is reduced due to pain; however, handgrips are bilaterally equal.

Lumbosacral spine examination reveals tenderness of the lumbar spine soft tissues in the midline also on the left side more than the right side and lumbar forward flexion is painful at 45 degrees. Lateral flexion is also painful and most pain is upon weightbearing.

______________________________
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