SANTILLAN, MARTINIANO
DOB: 07/02/1951
DOV: 05/16/2024
HISTORY: This is a 72-year-old gentleman here for followup.

Mr. Martiniano has a history of chronic renal failure. He is on dialysis Monday, Wednesday, and Fridays, hypertension, here for followup on medication refill. He states since his last visit, he has had no need to seek medical, psychological, surgical, or emergency care and he states he continues to have tri-weekly on dialysis and was last dialyzed yesterday.
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 reports knee pain. He states that he has a long history of right knee degenerative joint disease. The patient stated that about year ago, he received an injection, which lasted for while and is interested in having injection again today.
PHYSICAL EXAMINATION:

GENERAL: He is an alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure 151/94.
Pulse 84.

Respirations 18.

Temperature 97.8.
RIGHT KNEE: Mild edema, tenderness to palpation diffusely in the knee joint. He has full range of motion with moderate discomfort. Neurovascularly intact.
HEENT: Normal.

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.
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ABDOMEN: Non-distended. No guarding. No visible peristalsis.
EXTREMITIES: Full range of motion with upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.
SKIN: Dark pigmentation in his face and hands.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Right knee degenerative joint disease.

2. Right knee pain.
3. Chronic renal failure.

4. Hypertension.
PLAN: The patient was given the opportunity to ask questions he states he has none. Today labs were drawn. Labs include CBC, CMP, lipid profile, TSH, T3, T4, testosterone, and PSA.

The patient’s medications were refilled as follows.
1. Hydralazine 25 mg one p.o. q.i.d. 90 days #360.

2. Clonidine 0.1 mg one p.o. q. h.s. for 90 days #90.

3. Nifedipine ER 30 mg one p.o. daily for 90 days #90. He was given the opportunity to ask questions he states he has none.
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