HERNANDEZ, HOMERO
DOB: 12/02/1993
DOV: 02/11/2025
HISTORY: This is a 31-year-old male here with headache. The patient states this has been going on for approximately four days. He states headache is on and off. He states it is not the worst of his life, headache is gradual onset. He states pain at the moment is about 3/10 located in his occipital region. He denies trauma. Denies double vision or blurred vision.
PAST MEDICAL HISTORY: Reviewed and negative.

PAST SURGICAL HISTORY: The patient donated a kidney to his girlfriend.

MEDICATIONS: Reviewed and negative.
ALLERGIES: Reviewed and negative.
SOCIAL HISTORY: The patient endorses occasional alcohol use. Denies tobacco or drug use.

FAMILY HISTORY: Reviewed and negative.
REVIEW OF SYSTEMS: The patient denies stiff neck or neck pain. Denies nausea, vomiting or diarrhea.
The patient states he is eating and drinking well.

The patient states headache is pressure like.
The patient indicated in the last week or two he has been under a lot of stress. He states he would rather not specify why he is under stress, but notices headache whenever he thinks of the stressful situation he is in.

The patient reports difficulty falling asleep and maintaining goodnight’s rest. He states the stress he is under is what he thinks is causing him not to get goodnight’s sleep.

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 99% at room air.

Blood pressure 125/85.

Pulse 69.

Respirations 18.

Temperature 98.3.
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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.

ABDOMEN: Soft. Nontender. No organomegaly. Normal bowel sounds. No rebound. No rigidity. No peritoneal signs.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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. Headache.
2. Elevated blood pressure.
3. Insomnia.

PLAN: The patient’s blood pressure today is acceptable. He was given a log to record his blood pressure and to come back with these numbers on Monday when he will also fast at midnight and on Monday we will do labs namely CBC, CMP, lipid profile, A1c, TSH, T3, T4, vitamin D, PSA and testosterone level.
The patient was sent home with the following medications:

1. Maxalt 5 mg, he will take one p.o. at onset of his headache, he will repeat one p.o. every two hours if no improvement, but he was strongly encouraged not to take greater than five tablets in 24 hours, he was given a total of #24.
2. Atarax 25 mg, he will take one p.o. at bedtime for 30 days #30.
The patient will come back for fasting labs, will come back for ultrasound. The patient is a kidney donor. We would like to do ultrasound to assess his remaining organ systems and to make sure that his kidney may not be responsible for his elevated blood pressure. He was given the opportunity to ask questions and he states he has none.
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