RIOS, VAUGHAN ARMENTA

DOB: 06/14/1976

DOV: 11/25/2024

HISTORY OF PRESENT ILLNESS: A 48-year-old gentleman comes in today for a well visit. The patient has a history of diabetes and hyperlipidemia. He takes Actos 15 mg a day, metformin 1000 mg twice a day and Lipitor 20 mg a day. His blood pressure is controlled without any medication, has been elevated before, but after he lost about 10 pounds his blood pressure has come down.

PAST MEDICAL HISTORY: As above.

PAST SURGICAL HISTORY: None.

ALLERGIES: None.
COVID IMMUNIZATION: Yes.

MAINTENANCE EXAM: The patient has already had his colonoscopy. Blood work is going to be done today including A1c.

FAMILY HISTORY: Only positive for diabetes and high blood pressure.

SOCIAL HISTORY: He drinks very little. He is an AC mechanic. He does not smoke. Married 16 years, four children.

PHYSICAL EXAMINATION:

VITAL SIGNS: Weighs 176 pounds and weight down 6 pounds, O2 sat 97%, temperature 98.3, respirations 20, pulse 88, and blood pressure 124/70.
HEENT: Oral mucosa without any lesion.

NECK: No JVD.

LUNGS: Clear.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.

ASSESSMENT/PLAN:
1. Diabetes. Check A1c.

2. Dyspepsia. Gallbladder looks okay. Abdominal ultrasound is within normal limits.
3. Carotid ultrasound within normal limits.

4. Echocardiogram done for palpitation and within normal limits.

5. Arm pain and leg pain multifactorial.

6. Thyroid within normal limits.

7. No evidence of renovascular hypertension.

8. Needs to see an eye doctor.

9. Colonoscopy is up-to-date.

10. Findings discussed with the patient at length before leaving.
Rafael De La Flor-Weiss, M.D.

