BEGIC, SELMIN
DOB: 09/16/1985
DOV: 10/09/2025
HISTORY: This is a 40-year-old gentleman here with chest pain. The patient states this has been going on and off for approximately six months or so. He stated he came in today because he is having pain in the left anterior chest wall and pain in the middle left clavicle. He states sometimes when the pain comes it may shoot down his arm, but states at the moment he does not have any pain. He states when pain is present, it is stabbing, is not associated with activities. He denies diaphoresis with pain and he denies paroxysmal exertional dyspnea also.
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 sat is 100% at room air.

Blood pressure is 128/77.

Pulse is 62.

Respirations are 18.

Temperature is 98.2.

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.

EKG reveals sinus bradycardia; otherwise, normal EKG. No acute injuries demonstrated. No Q-waves. No ST segment elevation.

ABDOMEN: Nondistended. No guarding. No tenderness to palpation. He has normal bowel sounds. No organomegaly. No rebound. Negative Rovsing sign. Negative obturator.
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SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait. No calf tenderness or edema.
NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT:
1. Chest pain.
2. Cardiac valves vegetation on ultrasound.

3. Reduced ejection fraction 50%.
4. Chest pain.
PLAN: The patient’s medications were refilled namely:
1. Amlodipine. I will increase it to 10 mg as a log of his blood pressure reveals majority of these numbers are not at goal. I will increase the amlodipine to 10 mg one p.o. daily for 90 days #90.
2. Cholestyramine is refilled 4 g one p.o. daily for 90 days #90.
The patient was referred to a local cardiologist as he continues to have intermittent chest pain and today we on ultrasound noticed his ejection fraction is reduced compared to the study about a month or two ago. There is also valvular vegetation demonstrated on EKG. He has an appointment to see a cardiologist tomorrow. He was strongly encouraged to keep that appointment. He was given the opportunity to ask questions and he states he has none. The patient was advised to take his aspirin exactly as prescribed one a day. The patient will be seen by Samuel Family Cardiology in Spring, Texas.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

