DELEON, WILLIAM
DOB: 12/16/2005
DOV: 05/14/2024

HISTORY OF PRESENT ILLNESS: This a non-acute-appearing patient comes in with his mother stating that since waking up this morning he had chest pain that gets worse with activity and better with rest. Now, currently, he rates his chest pain as a 3/10. Not short of breath. No labored breathing. He is not clinching his chest, he is not diaphoretic and he does not report any left arm numbness.
PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: The patient denies any use of recreational drugs or smoking or vaping at this time.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient appears to be in no distress.
HEENT: All within normal limits. Airway is patent.
NECK: Supple with no thyroid enlargement.
RESPIRATORY: Showing no adventitious breath sounds.
CARDIOVASCULAR: Regular rate and rhythm. No murmurs or gallops appreciated.

ABDOMEN: Soft, nontender, non-rigid. No guarding.
SKIN: No lesions or rashes noted.

EKG in office showed borderline abnormality.

ASSESSMENT: Chest pain, possible angina.
PLAN: Instructed the patient to go to the emergency room for advanced level care. Mother at bedside agreed, stated that she would go right now. Answered all questions and discharged in stable condition to the mother with a followup in the emergency room and cardiology afterwards.
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