GUAZHZO, LUIS
DOB: 12/27/1966
DOV: 10/11/2025

HISTORY: This is a 58-year-old gentleman here with pain in bilateral shoulder and in his wrists. He states this has been going on for approximately three weeks. He came in today because of increased pain. He states pain is worse in the mornings when he wake up and gets a little better as the day goes by and he is active. Described pain as sharp-rated pain 6/10. Denies trauma.
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, oriented, and in mild distress.
VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 119/81.
Pulse.88.
Respirations 18.

Temperature 98.1.

SHOULDER: Full range of motion with mild discomfort in abduction and external rotation bilateral shoulders.

WRISTS: Full range of motion with mild discomfort in all range of motion. Neurovascularly intact. There is grating with range of motion of his shoulders and wrists.
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. No rebound. No guarding.
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. Arthralgia.
2. GERD,

3. Medication refill.
4. Hypercholesterolemia.

PLAN: The patient was sent home with:

1. Robaxin 500 mg one p.o. b.i.d. for 30 days #60.

2. Tylenol 500 mg one p.o. t.i.d. p.r.n. for pain.

3. Fenofibrate 160 mg one p.o. daily for 90 days #90.

4. Pantoprazole 40 mg one p.o. daily for 90 days #90.

5. Minoxidil 2.5 mg one p.o. daily for 90 days #90.

6. Aspirin enteric coated 325 mg one p.o. daily for 90 days #90.

A glucose finger stick was done today. Finger stick was 106. The patient was advised to come back on Monday to have labs drawn. Labs drawn will be CBC, CMP, lipid profile, A1c, TSH, T3, T4, vitamin D, PSA and testosterone. He was given the opportunity to ask questions, he states he has none. In the clinic today, he received an injection of dexamethasone 10 mg IM. He was observed in a clinic for additional 15 minutes after which he was reviewed. He was reevaluated and said he is feeling little better and is comfortable being discharged.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
