Patient Name: Cornelil Pasquil
DOS: 01/23/2013

VITAL SIGNS: Temperature 96.3, blood pressure 102/62, pulse 64, respiratory rate 16 and weight is 154 pounds.

HISTORY OF PRESENT ILLNESS: The patient presents today for his preventative care annual physical exam. The patient reports he has no chest pain. No shortness of breath. Denies nausea, vomiting or diarrhea. Denies any headaches. Denies any change in weight or appetite. Denies any melena or hematochezia. Denies any blurred vision.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and oriented to person, place, and time.

HEENT: Sclerae are anicteric. Pupils are equal, round, and reactive.

NECK: There is no adenopathy, thyromegaly, or JVD.

LUNGS: Clear.

HEART: Rate and rhythm regular.
ABDOMEN: Soft, nontender. Bowel sounds are positive.

EXTREMITIES: There is no edema.

SKIN: No rash.

NEUROLOGICAL: Cranial nerves II through XII are grossly intact. Motor exam is unremarkable. Kernig’s and Brudzinski’s are negative.

ASSESSMENT: Preventative care annual physical exam.

PLAN: Daily exercise, weight loss to ideal body weight, low-cholesterol, and low-fat diet. We will check a CBC, lipid panel, CMP, and vitamin D levels. The patient appears to be in stable condition. Further workup as necessary. Time spent with the patient is 45 minutes.
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