DAVITO, JOHN
DOB: 11/29/1961
DOV: 10/03/2022
HISTORY: This is a 60-year-old gentleman here with dizziness and blurred vision. The patient stated that this started yesterday after he had a massage and said he noted when he stood up he became blurred and dizzy. He states today he came in because after he lifts a ladder, symptoms returned.

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.

Denies short of breath.
Denies nausea, vomiting, or diarrhea.

He reports neck pain (this is common). He states he has neck problem for several years. He was diagnosed with H&P in his cervical spine. He cannot recall which levels.

Denies short of breath. Denies coughing. Denies chest pain.
Abdomen: He denies abdominal pain, nausea, or vomiting.

PHYSICAL EXAMINATION:
GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 95% at room air.

Blood pressure 155/106.

Pulse 79.

Respirations 18.

Temperature 98.2.
HEENT: Normal.

NECK: Full range of motion with mild discomfort in “all fields”. No step off. No crepitus. No bony tenderness.

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

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Hypertension.

2. Blurred vision.

3. Headache.

4. Dizziness.

PLAN: In the clinic today, we did a fingerstick for glucose, results normal at 90. The patient and I talked about this condition. Based on his history and physical, I strongly recommend the patient goes to the emergency room to have his CT scan of his head, he declined. We had a lengthy discussion as to whether the possible differentials with his complaints and said he understand. We talked about the dangers and what can happen if it is not attended to promptly. He states he understands and declined emergency room visit.
He was given a request to have a CT scan of his brain, CT scan of his chest and a CT scan of his neck without contract. The patient stated he is going to go and he makes the schedule for these studies right now. He was given the opportunity to as question, he said he has none. 

He was sent home with the following medications:

1. Lisinopril 10 mg one p.o. daily for 30 days #30.

2. Sulindac 200 mg one p.o. b.i.d. for 30 days #60.

He was given the opportunity to ask question and he states he has none.
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