MARTE, JOSE
DOB: 09/19/1960
DOV: 11/17/2025
HISTORY: This is a 65-year-old gentleman here for a routine followup.

Mr. Jose Marte has a history of diabetes type II, hypertension, and hyperlipidemia. He is here for followup for these conditions and medication refills. He states that since his last visit, he has had no need to seek medical, psychological, surgical or emergency care.

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 states pain is in his lower back. He denies trauma. He stated he has had this pain before and it is not new. He states at work he is required to do lifting and lots of standing and walking and noticed pain with these activities. He denies bladder or bowel dysfunction. Denies weakness or numbness in his lower extremities.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 118/66.

Pulse 77.

Respirations 18.

Temperature 98.1.

BACK: Tenderness to palpation in the lateral surface of his lumbosacral spine. No tenderness to palpation of the bony structures. No step off. No crepitus. He has moderate discomfort with flexion.
Lower extremity strength 5/5. No muscle atrophy.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
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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.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Back pain (chronic).

2. Diabetes type II.

3. Hypertension.

4. Hypercholesterolemia.

PLAN: In the clinic today, the patient received the following medication: Toradol 30 mg IM. He was observed for approximately 15-20 minutes, then reevaluated. He reports improved back pain.
His medications were refilled as follows:

1. Trulicity 0.75 mg, he will take 0.75 mg subcutaneously weekly for 90 days.

2. Amlodipine 5 mg one p.o. daily for 90 days #90.

3. Glipizide 5 mg one p.o. daily for 90 days #90.

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

He was given the opportunity to ask questions and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

