FINNEY, JOHN
DOB: 03/02/1964
DOV: 04/05/2025
HISTORY: This is a 61-year-old gentleman here with dizziness.
The patient stated two days ago he was at work and felt faint. He said he had to sit down and hold onto an object to prevent himself from falling. He said he sat down for a while and symptoms improved. He said this has happened to him before, but the symptoms have not in the past lasted this long. The patient stated he works in the metal shop around welders and said the environment is typically very hot. He denies chest pain. Denies diaphoresis. Denies headache. Denies blurred vision or double vision.

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 except for those mentioned above.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 119/76.

Pulse is 61.

Respirations are 18.

Temperature is 97.8.

HEENT: Normal.

NECK: Full range of motion. No rigidity and 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. The patient’s heart rate is brady 61. EKG was done. EKG demonstrates sinus bradycardia at 55.
ABDOMEN: Distended secondary to mild obesity. No rebound. No guarding. Normal bowel sounds. No rigidity. No peritoneal signs.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

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

ASSESSMENT:
1. Dizziness.
2. Near syncope.
3. Sinus bradycardia.
4. Chronic pain. (The patient is on pain management).

PLAN: Finger stick was done in the clinic today. Finger stick reveals glucose of 117. EKG was done also EKG revealed sinus bradycardia at 55 ventricular rate. No ST segment elevation. No depression. No Q waves.
Labs were drawn. Labs include CBC, CMP, lipid profile, A1c, testosterone, TSH, T3, T4, and vitamin D. The patient indicated he does not need any medication because of the moment he says he feels well, but said he was concerned after the dizziness lasted for so long where it never did in the past.

CT scan of the patient’s brain would be done. He was given a consultation for routine CT brain without contrast. Once these tests back I will call patient to discuss. He was given the opportunity to ask questions and he states he has none.
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