CASTOR, LUIS

DOB: 04/18/1947

DOV: 02/05/2025

HISTORY: This is a 77-year-old brought in by his wife and son who stated that the patient will have occasional dizziness. They stated this has been going on for a little while, but has gotten worse yesterday and this morning. State the dizziness is worse when he changes position especially when he stands up from sitting or lying. Denies trauma.

PAST MEDICAL HISTORY: Hypertension.

PAST SURGICAL HISTORY: None.

MEDICATIONS: Chlorthalidone.

ALLERGIES: None.

SOCIAL HISTORY: Denies drug use. Denies tobacco use. Denies alcohol use.

REVIEW OF SYSTEMS: Denies chest pain. Denies diaphoresis. Denies shortness of breath.

Family member reported the patient is eating and drinking well. Denies frequent urination or painful urination.

Denies abdominal pain. Denies headache.

All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 116/58.

Pulse is 59.

Respirations are 18.

Temperature is 98.1.

HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. Good range of motion. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. He is bradycardic at 59.

ABDOMEN: Distended secondary to obesity. Normal bowel sounds. No organomegaly. No rebound. No guarding. No rigidity.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of the 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:
1. Dizziness.
2. Medication side effects.
3. Vertigo.
4. Bradycardia.
PLAN: In evaluating this patient, Wells criteria used to assess the patient’s risks for pulmonary embolism; his risks are low.

HeartScore was used to assess his risk factors for coronary artery disease/MI; his score is less than 4 even without a troponin drawn today.

The following tests were done in the clinic: EKG. EKG shows sinus bradycardia at 59. There is a nonspecific intraventricular conduction delay; however, no ST segment elevation. No Q-waves demonstrated.

Labs were drawn. Labs include CBC, CMP, lipid profile, and A1c.

An echocardiogram was done today. Echo reveals mildly enlarged ventricles with ejection fraction of 55.

I spoke with the cardiologist, Dr. Klein with whom I discussed the patient’s presentation, findings on physical examination, and EKG. He advised that based on his current cardiac rate it is doubtful that his dizziness is as a result of bradycardia. However, he agreed to see this patient within a day or so. He advised that the patient come to his office for a routine visit. The patient lives in Conroe and Dr. Klein’s office is in Conroe.

A glucose fingerstick was done, it was 106.

The patient, family members and I had a lengthy discussion about his condition and what the differentials are, strongly encouraged to go to the emergency room if the patient’s symptoms get worse. The patient is very jovial and very conversational. He walks from the exam room to the ultrasound room with no difficulties. He walked from the waiting room to the exam room with no difficulties and he did not demonstrate any exertional dyspnea and reports no paroxysmal nocturnal dyspnea. The patient and family members were strongly encouraged to go to the emergency room if symptoms get worse. They were given the opportunity to ask questions and they state they have none.
Rafael De La Flor-Weiss, M.D.
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