HERNANDEZ, HOMERO
DOB: 12/02/1993
DOV: 05/17/2025
HISTORY: This is a 31-year-old gentleman here for routine followup.
Mr. Homero has a history of vitamin D deficiency, obesity, and hypercholesterolemia. He is here for followup for these conditions and medication refill.
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: The patient reports back pain. He stated that about a month or two ago, he was involved in a motor vehicle accident. He said it was a low-speed rear end vehicle, but he started experiencing some back pain at that point and that back pain he said is getting worse. Described pain as sharp rated pain 6/10 worse with lateral motion and flexion. Said pain does not radiate stays in his lower back. Denies bladder or bowel dysfunction.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 138/77.

Pulse is 82.

Respirations are 18.

Temperature 98.0.

BACK: No deformity. No tenderness to the bony structures of his back. He has some tenderness through lateral lumbosacral region. There is a mild muscle spasm in the area. No abrasions. No lacerations. No puncture wound.
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 with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis. No rigidity.

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

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. Back pain.
2. Vitamin D deficiency.
3. Medication refill.
4. Hypercholesterolemia.
PLAN: Today, we did following labs CBC, CMP, lipid profile, A1c, testosterone, vitamin D, TSH, T3 and T4.
An x-ray of patient lumbosacral spine was done. X-ray does not no acute fractures demonstrated lumbosacral spine is well aligned with no subluxation.

The patient was educated about his back and the possibilities that may be responsible for his back pain. He was advised on stretching and exercises for back pain. Says he will look into it and try to do it. He was sent home with the following medication:

1. Simvastatin 20 mg one p.o. daily for 90 days #90.
2. Vitamin D3 50,000 units one p.o. weekly for 90 days #12.
3. Mobic 7.5 mg one p.o. daily for 30 days #30 this is for his back. He was given opportunities to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

