GRANGUE, KALANG

DOB: 08/15/1974

DOV: 08/08/2024

HISTORY: This is a 49-year-old gentleman here for followup. The patient stated that he was in the clinic here for routine followup. He has some labs drawn and he is here to review those results.

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 and were negative.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 126/83.

Pulse is 80.

Respirations are 18.

Temperature is 97.3.

HEENT: Normal.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion. No discomfort with range of motion. He bears weight well with no antalgic gait.
ASSESSMENT:
1. Hypertension.
2. Hypercholesterolemia.
PLAN: Labs are reviewed. Labs reviewed results are as follows: Total cholesterol 221, triglyceride 249, LDL cholesterol 127, and HDL 56. The patient and I had a lengthy discussion about approaches to correct these abnormal findings. He opted for lifestyle management. He said he will start exercising and cut back on his red meat.
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We would do this for the next three months and then we repeat his labs if his cholesterol continues to go upward we will initiate statin. He was advised to take an aspirin daily 81 mg. He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

