GONZALEZ, NELSON
DOB: 04/20/1976
DOV: 03/02/2023
HISTORY: This is a 46-year-old gentleman here for followup.
The patient has a history of non-insulin-dependent diabetes, obesity, seasonal allergies and tinea cruris, here for followup for these conditions and to have DOT physical also.
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: All systems were reviewed. The patient reports pruritic rash in his groin area. He said he has a history of tinea cruris and symptoms are similar. He states especially when his sugar is high he will get yeast infections in his moist warm areas of his body.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 149/92.
Pulse 76.

Respirations 18.

Temperature 98.2.

HEENT: Normal. Nose: Clear discharge, congested. Erythematous and edematous turbinates. Throat: Tonsils, uvula and pharynx are erythematous, but no midline shift of the uvula. No exudates. No trismus.
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. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No rebound. No guarding. He has normal bowel sounds. No organomegaly.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of 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.
ASSESSMENT/PLAN:
1. DOT physical.
2. Tinea cruris.

3. Seasonal allergies.
4. Obesity.

As part of his DOT physical, following tests were done. Hearing Tests: Normal. Hearing on the right 20, 20, 25 and on the left 25, 20, 25. Vision Test: 20/20 left eye, 20/20 right eye and 20/20 both eyes.
Urinalysis was done. Urinalysis reveals no proteins. No leukocyte esterase. No Ketones. A small amount of glucose.
The patient was discharged with the following medications:
1. For his seasonal allergies, Singulair 10 mg one p.o. daily for 30 days #30.
2. The patient expressed interest in using Ozempic for weight loss. He states he has tried everything, but could not get his weight down. He was given Ozempic injection pen 2 mg/3 mL, he will do 1.5 mL weekly for 90 days.

3. Diflucan 150 mg one p.o. daily for 30 days #30.

4. Nystatin cream 100,000 units. He will apply in groin area b.i.d. for 14 days.
He was given the opportunity to ask questions, he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

