HUNTER, WESLEY

DOB: 06/29/1967

DOV: 12/22/2025

HISTORY: This is a 58-year-old gentleman here for followup. The patient was initially seen here on 12/08/2025 for a followup after stroke and stated that he was experiencing some anxiety. Today, he is accompanied by his sister with whom he started to live recently after a brief period of hospitalization for pneumonia. His sister indicated that patient is not sleeping well. He is up most of the night pacing during the day he is also up pacing she said sometimes he will go in his car and go for drive short time and then come back. She said sometimes he will leave the house and go just for a walk and come back. She indicated that he is making her very worried and would like to have him evaluated urgently. The patient stated that since the stroke, he has been experiencing some serious anxiety issues. He denies HI or SI. He said last hospitalization for pneumonia because of his anxiety was given Ativan 1 mg p.o. and he indicated that helps. The patient is works in Houston Fire Department and said that his production is being impacted with his current condition.

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.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented. Does not appear to be very anxious at the moment. He is sitting comfortably and conducts a normal conversation give history logically. He has no racing thoughts or he is not getting up and paced. He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure is 125/70.

Pulse is 80.

Respirations are 18.

Temperature is 98.5.

HEENT: Normal.

NECK: Full range of motion. No rigidity.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis. He has active bowel sounds (he said he has not eaten because of decreased appetite).

NEUROLOGIC: Alert and oriented. Mood and affect are normal.

ASSESSMENT:
1. Anxiety disorder.
2. Vitamin D deficiency.
3. Anemia.
4. Hypercholesterolemia.
5. Diabetes mellitus. He is currently on insulin.
6. Dupuytren’s contracture
PLAN: Today, the patient was referred to the following speciality:

1. GI for screening colonoscopy as patient has having gradual decrease in hemoglobin and hematocrit along with weight loss.
2. The patient was sent to psychiatry counseling. He was given the copy of the consultation and advised to call if he does not hear from them within 24 to 48 hours says he understands and will comply.
The patient was sent to a hand specialist the physical exam of his right hand he has contracture of his fifth digit inability to extend his fifth digit and physical exam there are some hard what feels like scar tissue in the volar surface of his hand at the base of his fifth digit cap refill is normal. He was sent home with the following medications:

1. Vitamin D3 50,000 units he will take one p.o. weekly, #12.
2. Ferrous gluconate 28 mg one p.o. daily for 90 days.
3. Ativan 1 mg one p.o. daily for 30 days. The patient was advised that I may not be able to keep him on this medication for long-term this is until he sees the psychiatrist and they will decide what therapy is best for him and we will continue with that therapy says he understand.
His work excuse for the Houston Fire Department was completed. 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

