DOMINGUEZ, ADAN
DOB: 07/31/1969
DOV: 09/13/2025

HISTORY: This is a 56-year-old gentleman here with epigastric pain. The patient states this has been going on for approximately one month. He states pain is worse when he lays down and sometimes with activities. He described pain as burning and nonradiating confined to his epigastric region. The pain at the moment is 3/10, but states that sometimes it goes much higher.
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 obese gentleman in no acute distress.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 171/105. The patient was given clonidine 0.1 mg advised to relax and repeat blood pressure is 144/92.
Pulse 69.
Respirations 18.
Temperature 98.1.
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.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae. The patient has a scaly macules discreetly distributed in his left upper extremities and his right lower extremities. No fissures. No burrows. No fluctuance. No bleeding or discharge. Lesion is flap with scaly surface of clearly demarcated border.
ABDOMEN: Distended secondary to obesity. He has point tenderness in the epigastric region. Normal bowel sounds. Abdomen is soft. No peritoneal signs.
EXTREMITIES: Full range of motion of 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.
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ASSESSMENT:

1. Tinea cruris.
2. Elevated blood pressure.

3. Epigastric pain.
4. Gastroesophageal reflux disease.
5. Obesity.

PLAN: In the clinic today, we did EKG. EKG reveals nonspecific intraventricular conduction delay there is T-wave abnormality in lead I aVL, V5, and V6. However, no acute injury is demonstrated.
We will add metoprolol to the patient’s blood pressure regimen. The metoprolol 25 mg take one daily for 90 days #90.
Today, H Pylori test was done. H. Pylori breath test was done.

The patient was advised when the results are back, we will call and we will forward discussions and treatment plan.
The patient was sent home with the following medications:

1. Ketoconazole 2% cream apply b.i.d. for 30 days #60 g.

The patient was given the opportunities to ask questions, he states he has none. He was given also pantoprazole 40 mg he will take one p.o. daily.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
