PERRY, MONROE

DOB: 12/13/1957

DOV: 03/01/2023

CHIEF COMPLAINT:

1. Cough.

2. Congestion.

3. Nasal drainage.

4. Headache.
5. Weakness.

6. Dizziness.

7. Blood pressure increased.
8. “Same symptoms I had as before when I had COVID; arm pain and leg pain and palpitations.”
HISTORY OF PRESENT ILLNESS: The patient is 65 years old who works for the railroad, has been married for 28 years. He is here with his daughter with same symptoms, but his daughter is not COVID positive, he is. His lives with his wife and daughter.

He is an obese gentleman. He weighs 249 pounds and has not gained or lost any weight. recently.

He had COVID last year. During the time he had COVID, he took Paxlovid and did quite well and had no complications of COVID.

PAST MEDICAL HISTORY: Hypertension and hyperlipidemia.

PAST SURGICAL HISTORY: None.

SOCIAL HISTORY: No smoking. No drinking. Married for 28 years. Lives with his daughter and his wife.

FAMILY HISTORY: No colon cancer. Positive diabetes. Positive high blood pressure.
MAINTENANCE EXAM: Colonoscopy none, but has had Cologuard x 1.

MEDICATIONS: He did not bring his medications, but he takes blood pressure medicine and cholesterol medicine.

COVID IMMUNIZATIONS: Times three.

PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake.

VITAL SIGNS: His blood pressure is elevated 180/98. He states, “it is usually up till I take my medicine.” He knows to take his medicine on regular basis. He is going to call me this afternoon with his blood pressure.
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Also, he knows to stop the cholesterol medication while on the Paxlovid. He did quite well with Paxlovid before. Weight 249 pounds. O2 sat 96%. Temperature 98.5. Respirations 16. Pulse 97. Blood pressure 180/98.

HEENT: TMs are red. Posterior pharynx is red and inflamed.

NECK: Anterior chain lymphadenopathy noted.

LUNGS: Clear with few rhonchi.
HEART: Positive S1 and positive S2. No ectopics.
ABDOMEN: Soft.

NEUROLOGICAL: Nonfocal.
SKIN: No rash.
EXTREMITIES: Lower extremities trace edema.

ASSESSMENT/PLAN:

1. Hypertension out of control. Take medication as soon as you get home. Call me with the blood pressure this afternoon.

2. Positive COVID-19. Treated with 1 g of Rocephin and Decadron 8 mg now and then Paxlovid non-renal.

3. Blood work has been stable with no evidence of renal failure in the past.

4. Because of nausea and diarrhea most likely related to COVID, we looked at his gallbladder and his liver. His liver appears to be slightly fatty, but his gallbladder is not visualized, most likely because it is contracted. I did not see a stone. His spleen is within normal limits. His kidneys look very healthy in face of long-standing hypertension with no evidence of nephrosclerosis on the ultrasound.

5. Leg pain. No sign of DVT.

6. Arm pain related to COVID. No sign of DVT or PVD noted.

7. LVH noted and RVH.

8. Sleep study recommended.
9. He has a PCP who recommended this sometime ago, but he has not followed up.

10. With his sleep apnea, he must have a testosterone level done which could go hand in hand with his hypertension and elevated BP at this time.

11. Spleen looks normal.

12. Lymphadenopathy in the neck related to the COVID-19.

13. Findings discussed with the patient at length before leaving my office.

14. RVH as before.

15. Mild BPH noted.

16. Carotid ultrasound, which was done for dizziness showed plaque and minor atherosclerotic changes, but nothing that is hemodynamically significant.

Rafael De La Flor-Weiss, M.D.

