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LEXITAS ORDER NUMBER:
151046-02

RECORDS REGARDING:
Jacob Ramos

CLAIM NUMBER: 22884873
ATTORNEY OR EXAMINER: Allison Jones

RECORDS FROM:

Carlos Alvarez, MD

6001-B Truxtun Ave Ste 220
Bakersfield, CA 93309
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Proof of Service

On this date, L exitas served the attached copy of records on the partiesin said action according to their shipping
preferences (mail viaovernight courier or First Class Mail, upload, download, or email) addressed as listed below.

Case: Jacob Ramos vs Grimmway Enterprises

Records from: Carlos Alvarez, MD

Date: May 13, 2022

Recipients:

Workers Defenders Law Group - Anaheim 751 SWeir Canyon Rd Ste#t 157-455 ~ Anaheim  CA, 92808
Paper Qty:0 CDQty: 1

HannaBrophy et a - Oakland  P.O.Box 12488  Oakland  CA, 94604-2488  Paper Qty: 0  CD Qty:

1

Tristar Risk Management- Fresno 4969 E Mckinley Ave., Ste204  Fresno  Ca, 93727  Paper Qty: 0
CD Qty: 0

SHPTOE-RB

P.O. Box 3010, Rocklin, CA95677s Voice (800) 497-7618 « Fax (800) 797-4749



STATE OF CALIFORNIA
DEPARTMENT OF INDUSTRIAL RELATIONS
DIVISION OF WORKERS COMPENSATION

WORKERS COMPENSATION APPEALSBOARD

~

Jacob Ramos

Claimant / Applicant

Vs SUBPOENA DUCESTECUM

Grimmway Enterprises Case No: ADJ16108811

Employer / Insurance Carrier / Defendant

J

The People of the Sate of California Send Greetings to Custodian of Records or other qualified witness for Carlos Alvarez, MD, 6001-B
Truxtun Ave Ste 220, Bakersfield, CA 93309

WE COMMAND YOU to appear before aNotary Public at Lexitas, 2550 Warren Drive, Rocklin, CA 95677 or mail records to RECORDS
DEPT. P.O. Box 3010, Rocklin, CA 95677 on / within 15 days from service, at 10:00 o’clock A.M., to testify in the above entitled matter
and to bring with you and produce the following described documents, papers, books and records:

Any and all medical and billing records (both electronic and paper) for all datesof injuriesor illness, industrial and non-industrial,
including and not limited to physician/nur ses notes, lab and radiology reports, test results, In/Out/Clinic/ER patient treatment,
referralsand correspondence, concer ning: Jacob Ramos

Jacob Ramos, DOB: April 29, 1966, SSN # 560-04-2233
(Do not produce X-rays unless specifically mentioned above.)

For failure to attend as required you may be deemed guilty of contempt and liable to pay to the parties aggrieved all losses and damages
sustained thereby and forfeit one hundred dollars in addition thereto.

Pursuant to Labor Code 84903.5, notice is hereby provided that there is an industrial injury being claimed.

This subpoenaisissued at the request of the person making the declaration on the reverse hereof, or on the copy which is served herewith.
Date May 12, 2022

WORKERS" COMPENSATION AFPEALS BOARD
OF THE STATE OF CALIFORNIA

Workels' Compensation Judge
If no Application for Adjudication of Claim has been filed, a declaration under
penalty of perjury that the Employee’s Claim for Workers' Compensation Benefits
(Form DWC-1) has been filed pursuant to Labor Code Section 5401 must be
executed
SEE FOLLOWING PAGE FOR DECLARATION
[SUBPOENA INVALID WITHOUT DECLARATION]

Y ou may fully comply with this subpoena by mailing the records described (or authenticated copies, Evid. Code 1561) to the person and
place stated above within fifteen (15) days of the date of service of this subpoena.

This subpoena does not apply to any member of the Highway Patrol, Sheriff’s Office or City Police Department unless accompanied by
notice from this Board that deposit of the witness fee has been made in accordance with Government Code 68097.2, et seqg.
DIA WCAB 32 (Side 1) (rev. 06/94) (PSWCAB-RB)L exitas Work Order: 151046-02



DECLARATION FOR SUBPOENA DUCESTECUM
Case No. ADJ16108811

STATE OF CALIFORNIA, County of Placer County
The undersigned states:
That he/sheis the representative(s) for the Defendant in the action captioned on the reverse hereof.
That the Custodian of Records: Carlos Alvarez, MD hasin their possession or under their control the documents described on the reverse hereof.
That said documents are material to issues involved in the case for the following reasons:
To comply with LC 4628 by having a complete medical history that addresses al injuries, conditions, disabilities and treatments that may affect the
current injury, information and records are necessary to determine the nature and extent of injury, duration of treatments, needs for future medical

care and issues of apportionment and overlapping disabilities, specifically in light of L.C. 4663 and 4664 and the ESCOBEDOQ en banc decision.

To ascertain benefits provided to applicant from collateral sources that may affect entitlement to benefits owing to applicant via the workers
compensation case in order to determine defendant’ s full potential liability therefore.

[ See attached addendum, incorporated herein by reference.

Declaration for Injurieson or After January 1, 1990 and Before January 1, 1994

For Kaiser Records
Declaration regarding Jurisdiction of the Workers' Compensation Appeals Board

[ That an Application for Adjudication has been filed with the Workers' Compensation Appeals Board. Pursuant to Regulation 10530 jurisdiction has
been established once an Application for Adjudication has been filed with the W.C.A.B. Case Number pending W.C.A.B. backlog.

Declaration for Injuries on or After January 1, 1990 and Before January 1, 1994

[/ ] That an Employee's Claim for Workers Compensation Benefits (DWC Form 1) has been filed in accordance with Labor Code Section 5401 by the
alleged injured worker whose records are sought, or if the worker is deceased, by the dependent(s) of the decedent, and that a true copy of the form
filed is attached hereto. (Check box if applicable and part of declaration below.)

| declare under penalty of perjury that the foregoing is true and correct.

Client_Allison Jones /S LexitasWork Order# 151046-02
Tristar Risk Management- Fresno
PO Box 2805

Clinton, |A 52733
This order was prepared at the direction of the above client on May 12, 2022 , at Rocklin, California by:

2550 Warren Drive Rocklin, CA 95677 800-497-7618
Signature Address Telephone

DECLARATION OF SERVICE

STATE OF CALIFORNIA, County of

I, the undersigned, state that | served the foregoing subpoena by delivering atrue copy thereof, together with a copy of the Declaration in support thereof, to each
of the following named persons, personally, at the date and place set forth opposite each name.

Name of Person Served Date Place

Carlos Alvarez, MD
6001-B Truxtun Ave Ste 220
Bakersfield, CA 93309

| declare under penalty of perjury that the foregoing is true and correct.

Executed on , 20 ,at , CA

Signature
DIA WCAB 32 (Side 2) (CCSWCABSDT2 PSDSDT-RB)



ATTORNEY OR PARTY WITHOUT ATTORNEY (Name, state bar number, and address) L exitas Order #151046-02
Tristar Risk Management- Fresno
Allison Jones

PO Box 2805

Clinton, IA 52733

TELEPHONE NO: 5594321260 FAX NO.: 5594321267
ATTORNEY FOR (Name): Defendant

NAME OF COURT : WCAB - Anaheim

STREET ADDRESS: 1065 N. PacifiCenter Drive, Suite 170
MAILING ADDRESS:

CITY AND ZIP CODE:Anaheim, Califor nia 92806
BRANCH NAME:

APPLICANT: Jacob Ramos

DEFENDANT/ EMPLOYER: Grimmway Enterprises Case Number:
ADJ16108811

NOTICE TO CONSUMER, APPLICANT, APPLICANT ATTORNEY
Code Civ. Proc., § 1985.3, 1985.6 California Labor Code 4055.2)

Laws concerning

NOTICE TO CONSUMER / EMPLOYEE / PARTY
To (name): Jacob Ramos c/o Workers DefendersLaw Group - Anaheim
Hanna Brophy et al - Oakland

PLEASE TAKE NOTICE THAT REQUESTING PARTY (name): Allison Jones

1. SEEKS RECORDS FOR EXAMINATION OF the parties to this action on (specify date) or within 15 days from date of service. The
records are described in the subpoena directed to Carlos Alvarez, MD, 6001-B Truxtun Ave Ste 220, Bakersfield, CA 93309 a copy of
the subpoenais attached.

2. CALIFORNIA CODE OF CIVIL PROCEDURES § 1985.3 (J) *’ This section shall not apply to proceedings conducted under Division
1 (commencing with Section 50), Division 4 (commencing with Section 3200), Division 4.5 (commencing with Section 6100), or
Division 4.7 (commencing with Section 6200), of the Labor Code’’.

3. CALIFORNIA LABOR CODE § 4055.2. *’ Any party who subpoenas records in any proceeding under this division shall concurrent
with service of the subpoena upon the person who has possession of the records, send a copy of the subpoenato al parties of record in
the proceeding’’.

4. |F YOU OBJECT to the production of these records, YOU MUST DO THE FOLLOWING BEFORE THE DATE SPECIFIED IN
ITEM a BELOW:

a. If you are a party to the above-entitled action, you must file amotion pursuant to Code of Civil Procedure section 1987.1 to
quash or modify the subpoena and give notice of that motion to the witness and the deposition officer named in the subpoena
at least five days before the date set for production of the records.

WARNING: IF YOUR OBJECTION ISNOT RECEIVED BEFORE THE DATE SPECIFIED IN ITEM 1, YOUR
RECORDS MAY BE PRODUCED AND MAY BE AVAILABLE TO ALL PARTIES.

5. YOU OR YOUR ATTORNEY MAY CONTACT THE UNDERSIGNED to determine whether an agreement can be reached in
writing to cancel or limit the scope of the subpoena. If no such agreement is reached, and if you are not otherwise represented by an
attorney in this action, YOU SHOULD CONSULT AN ATTORNEY TO ADVISE YOU OF YOUR RIGHTS OF PRIVACY.

Date: May 12, 2022
Alﬁagon Jones b /S Allison Jones

TYPE OR PRINT NAME (SIGNATURE OF [J REQUESTING PARTY [X] ATTORNEY)

OBJECTION BY NON-PARTY TO PRODUCTION OF RECORDS
1.3 | object to the production of all of the records specified in the subpoena.

2.0 1 object only to the production of the following specified records:

3. The specific grounds for my objection are as follows (Must be within 5 days from date of service):

Date: '

TYPE OR PRINT NAME (SIGNATURE)
Proof of service on reverse (or next page)

Laws concerning

NOTICE TO APPLICANT, CONSUMER OR EMPLOYEE AND OBJECTION

PROOF BY MAIL WC.JCPSBW- RB Code of Civil Procedure
8§ 1985.3, 1985.6
2020.010-202.510 Labor Code § 4055.2



LexitasWork Order 151046-02
PROOF OF SERVICE BY MAIL (CCP 1013a3)

| am employed in the State of California- Placer County; | am over the age of eighteen years and not a party to the above-entitled action. My
business addressis: Lexitas, 2550 Warren Drive Rocklin, CA 95677.

| am readily familiar with the business practice for collection and processing of correspondence for mailing with the United States Postal Service
and that the correspondence described below will be deposited with the United States Postal Service today in the ordinary course of business. | am
also aware that service made pursuant to this paragraph, upon motion of a party served, shall be presumed invalid if the postal cancellation date or
postage meter date on the envelope is more than one day after the date of deposit for mailing contained in this affidavit.

On May 12, 2022 | served the attached Subpoena, Notice and Request for Copies of Records on the parties or attorneys for all parties pursuant to
California Labor Code §4055.2 in said action: Jacob Ramosv Grimmway Enter prises

By placing atrue copy thereof enclosed in a sealed envelope with postage prepaid for deposit with the United States Postal Service at 2550 Warren
Drive Rocklin, CA 95677, addressed as listed below:

Carlos Alvarez, MD, 6001-B Truxtun Ave Ste 220, Bakersfield, CA 93309 Natalia Foley Workers DefendersLaw Group - Anaheim of 751 S
Weir Canyon Rd Ste# 157-455 Anaheim CA 92808 Repr esenting:

Tim McNally Hanna Brophy et al - Oakland of P.O. Box 12488 Oakland Califor nia 94604-2488 Repr esenting:

| am aresident of or employed in the county where the objection to production of records was served or mailed.

My residence or business addressiis (specify): 2550 Warren Drive Rocklin, CA 95677

My phone number is (specify): (800) 497-7618

| declare under penalty of perjury under the laws of the State of Californiathat the foregoing is true and correct.

Date: May 12, 2022

Amber Thompson M

(TYPE OR PRINT NAME OF PERSON WHO SERVED) (SIGNATURE OF PERSON WHO SERVED)
982(a)(15.5) [Rev. January 1, 2000 JCPSBW-RB

Proof of_ Service by Mall
POS 12009 (Code of Civ. Proc., §8 (CCP 1013a3))

PROOF BY MAIL WC.JCPSBW
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0B6-12-"22 16:32 FROM-

T-814  POD12/0131 F-290

512122, 413 M Patient chart - patient: JACOB RAMOS DOB: 04/29/1986 PRN: RJgaomwe
Essential {primary) hypertension [IcD-10: 0%, [ic0-9: 401.0% [icD-9: 401 A1 (1Co-9: 401 9], [SNOMED! 59621000]
Anxiety 1CD-10: F41.9], (ICD-9: 200,00], [SNOMED! A8694002]
GERD [ICD-10: K21.9], D% 530,81}, [SNOMED: 2355950091

Body mass index [BM!I] 27.0-27.9, adult [co-10: 768.27], [ICD-9 85.23], [SNOMED: 162863004)

A
E5BS done now in office 130.
Advised e monitor plood sugars at home.
piscontinued Picc line,
Disability and social security paperwork.
Advised to take medication as directed.
stay hydrated.
preventative care; diet and exercise reviewed.
Return to office in 2 weeks for a follow Up-

seen by Carlos A. Alvarez M.D.
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05-12->22 16:34 FROM-

42122, 413 PM paiient chart - patient: JACOB RAMOS DOW: Ui = T-814  POO14/0131 F-200
Osteomyelitis of foot (ICD-10: M6 BX7) (Do 730.27L {SNOMED: 28763004]
Type 2 diabetes with hyperglycemia nee-10: E11.65) peo-9: 250.80), [SNOMEDR: 3430510001 19109]

‘ Hypertenswe neart disease without heart faiture [ICO-10: 111.9], 1CD-9 402,00}, (tC0-2 402.1¢1, pcp-o 40290} [SMOMED:
£08990011

Suicide attempt pco-10: T14.918AL ncoe-9: £955.9) [SMOMEL: $%2313006]

Body mass index [BM] 27.0-27.9, aduly pCD-10 768.27% pco-s vas.23h [SNOMED: 1628630041

WEBS done now in office 235.
Advised 10 moniter hiecod SUEArs at home.

referred 10 psychiatrist for consultation and evaiuation due to dapression and suicidal thoughts.
Advised t0 do right foot MRI,

Wil start on certratine 100 M2 1 tab po once at night.

Advised 10 take medication 3% directed.

Stay hydrated.

preventative caTe: diet and exercise reviewed.

Return to office in 2 weeks for @ follow up:

Seen by Christine crisostoma F. N.P, undet the supervisian of Carlos A. Alvarez M.D.

Medications attached 10 this encounter:
gerraline HC! 100 MG Oral Tablet 1 po g hs {start date: 10/6/2020)
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T-814 POO15/0131 F-230

34 FROM-

(5-12-"22 16
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DoB 04429 190k
AGE 56 yrs

SEX Male

PRMN R1438906

F {661) 489-5991 SEEN BY SHARUIN Ve Fon
FIP

5400 ALDRIM CT
0712742021

RAKERSFIELD, CA 93313 DATE
AGE AT DO5 55 yrs

Electranically signed by SHARON
VE[WODA FHP at 07272021 03:00 pm

Chief complaint
R DATA AND EXTEMCION FOR WORK MEB

{Appt time: 11:00 AN (Aerival time: 11517 AW PT 1S HERE FOR T2D0 SENSO

: \.riitals,fi:rg-tﬁis encounter ,
Rl bhalesnat Tt S U
11:22 AM
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Mellitus - type 2. Hyperlipidernia, patien
cough, SOB, chest pain, palpitatian,
hewel movement changes,

55 years old male patient with a known histary af Hypertension, Diabetes t present in the
clinic fot follow up freestyle sensor daa, Patient denies feversichills, headache, dizziness,
ahdominal pain, Mausea, Yomiting, appetite changes, yisual changes, tinhitus, urinary changes.

weaknessiatigue, Patient does repart nccasional right foot ankle swelling.

General: Normotensive, in no acute distress.
Head: Narmocephalic, no lesions

Eyes: PERRLA, EOM'S full, conjunctivae clear,
Ears: EAC's clear, TR's normal

Nese: Mucosa normal, no abstruction
Throat; Clear, no exudates, no lesions
Neclk: Supple, ho masses, N thyromegaly, nd bruits
Chest: Lungs clear, no rales, no rhonchi, no wheezes
Heart: RR, no murmuys, 0o rubs, no gallops

Abdomen: Soft, no tenderness, Ne Mmasses, BS normal
wtter miernl ~rler Warm and Drv. Mo rashes, lesions, abrasions.

fundi grossly normal
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051 2—’ 2% 16536 FROM-
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Resulks.
preventive 0 unseling: Advi
flulds and skay well hydrated
Low carb - how gugar - low sodium diet
Pran reviewed with the patient. The patient

werbalized understanding and agreed.
advised to RTCIN 0NE pranth or so0ner for a follow Up

\ for the ight foot with and

ckdate Radiology
lete Abx unti! Saturday
aluate per MR

sed to increase

T-814 POO18/0131 F-230

36 FROM-

p-12-"22 16
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0B-12-"22 16:37 FROM-
112/22, 4113 PM -

PATIENT FACILITY ENCDUNTER

JACOB RAMOS CARLOS A. ALVAREZ MD., INC office Visit

pos 0472911966 T {661) 489 5999 NOTE TYPE QAP Note

AGE 56 yTS P (661)489-5991 SEEM BY cHARON VEVODA

SEX Male 5400 ALDRIN T FNP

PRN 438906 BAKERSFIELD. CA93313 DATE g7/16/2021
AGE AT DOS 55 yIs
glectronicalty signed by SHARON
VEVODA FHP at 07/2042021 02:20 pm

Chief complaint
(Appt time: 11:00 AM) (Arrival tine: 10:45 AM) pt here for follow up 2dm MB

e mi e AT et i g [ s st e i e e g

\L \htals for thns encounter :

p7/16/21

11'.?18 AM '
65 m :

Height

163 lb

J— e T i e i A e et AR gy A S ety om e v e T

I |

- e [————
$

e

|

T
!

E

|

1,

T

\ Pulse 69 bpm

18 bpm '

E eSp\ratory rate

97% i

02 Saturatlon
% Pain

: BM\

L
i
1} Blood pressure

k SUB]ECTl

55 Years otd ma\e patient present in the chnu: for evaluation EDD extension patient states he has apponnt w‘ut‘n Dr Hawklns for

wound care pane/l, patient reported right fool pain rates 7101in severity, Patient denies fayers/chills, headache, dizziness. cough,

SOB, chest pain, pa\pltatmn, abdominal pain, Nausea, Vomiting, appetite chahges: visual changes. tnmitus, urinary changes: bowel
movemem changes, waaknesslfatngue

i

General Normotenswe in no acute dnstress DVERWE!GHT
Head: Normocephahc. no lesions

Eyes: PERRLA, EQM'S full, conjunctivae cear, fundi grossly normal
gars: EAC'S clear, TM's normal

Nose: Murosd normal, No ghstruction

Throat: Clear, no exudates, No lesions

Neck: Suppie, no masses, "o thyromegaly no bruits

Chest: LUNgs clear, no rales, no rhonchi, G wheeZes

Heart: RR, no urmurs, No rubs, no galleps

Abdomen: Soft, no tenderness, N0 masses , B3 pormal

gkin: Normal color. Warm and Dry. Na rashes, lesions. abrasions.
pack: Normal curvature. no tenderness

Extremities: + Dacrease ROM related O RIGHT foot wound that he years @ Uni-boot 10 protect, wound with-out signs of infection .

no deformxtues shght edema, no erythema

Diagnoses attached to this ancounter:

< tabntir nmmcafusmn,.:omiapps.fehrﬂndex.h\ml?#lPF!chartalpatiems!ba()?,ezho-mc5-4c46-a2d0-3()d92feﬁchBlsummary 1
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06-12-"22 16:37 FROM- T-814 POO20/0131 F-230
5112/22, 4:13 PM Patient chart - Patient: JACOB RAMOS DOB: 04/29/1966 PRN: RJ438006
Type 2 diabetes with hyperglycemia [ICD-10; E31.65], [ICD-9: 250.80], [SNOMED: 368051000119109]
Diabetic neuropathy [1CD-10: E11.40], [ICD-9: 250.60), (ICD-9: 355.9], [SNOMED: 230572002]
Open wound of leg {ICD-10; S81.801A], [ICD-9: 894.0], [SNOMED: 26947005]
Long term (current) use of insulin [1CD-10: 279.4], [ICD-9: V58.67], [SNOMED: 710815001)

Hypertensive heart disease without heart failure [ICD-10: 11,93, [ICD-9: 402,001, [ICD-9: 402,10], (ICD-9: 402.90], [SNOMED:
60899001]

Hypercholesterolemia [ICD-10: E78.00], [ICD-%: 272.0], [SNOMED: 13644009]

Depression [ICD-10: F22.9], [ICD-9: 311], [SNQMER: 35439007]

Anxiety [ICD-10: F41.9], [ICD-5: 300.00], [SNOMED: 48694002]

Body mass index [BMI] 27.0-27.9, adult [ICD-10; Z68.27], [CD-9: V85.23), [SNOMED: 162863004]
Overweight [ICD-10: E66.3), [ICD-9; 278.02], [SNOMED: 238131007]

NFBS finger stick check-in office 117

Keep finger stick log and bring the log to every visit

Check finger stick fasting, 2 hours post-meal and at bedtime- alternate on different days
Fasting sugars should range between 70-120

2 hours post-meal sugars should be < 160

Bedtime sugars should be 90-150

Advised follow up with Dr. Hawkins for rt foot wound care

F/u on medical leava form given

Advised to continue current medications as prescribed

side effects and risks of medications reviewed, Precautions emphasized
Preventive counseling: Diet and exercise daily for

at least 30 minutes

Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruits

Avoid high saturated fat products, fast food,

fried food.

Reduce high sugars/ caffeine drinks.

Advised to increase fluids and stay well hydrated

Plan reviewed with the patient. The patient verhalized understanding and agreed.
Monitor blood pressure at home

Keep Log of biood pressure and bring log to appointmants

Keep 58P <140 and DEP <80

Advised to RTC in two weeks or sooner for a follow up sensor data

Plan reviewed with the patient. The patient verbalized understanding and agreed.

seen by Sharon Vejvoda F.N.F under the supervision of Carlos A Alvarez M.D o

hiteve- Hetatie nracirafisinn ramiannsfahrindeay MmI7#PFehantsioatiants/be03e200-70c5-4c46-a2d0-30d92fc6aBc9/summary 12187

0012



0B6-12-"22 16:35 FROM-

5i12/22, 413 PM

PATIENT

JACOB RAMOS

poB 04/29/1966
AGE 56 YIS

SEX Male

PRN R|438906

Chief complaint
{Appt time; 3:30 pM) (Arrival time:

i. Vlta_ls'-foi'it is encounter
:
L Height

! Temperature
Y ¢ S T e e e s e

1 Pulse

§ Respiratory rate

i

L 02 Saturation
ﬁ Pai
i

E;L Blo

od pressure

" SURjECVE

Patient chart - Patient: JACOB RA

FACILITY

CARLOS A. ALVAREZ MD., 1
T (661)489-5999

F (661) 439-5991

5400 ALDRIN CT

BAKERSFIELD, CA 93313

NC

2,30 PM} PT IS HERE FOR F/U T2DM MB

MO% DOB: NAF20/1YE0 F . ==

T-814  PO021/0131 F-290

ENCOUNTER
Office Visit
NOTE TYPE
SEEN BY

SOAP Note
SHARON VEIVODA
FNP

DATE 07/14/2021

AGE AT DOS 55 yrs
Electronically signed hy SHARON
VEJVODA FME at 07/19/2021 10:56 am

\
1
1
'
B

2729

136/7% mMMHE |

pertension, Diabetes

Mellitus - type 2, Hypetlipidemia,

patient present in the

55 years old

male patient with a
clinic for chronic health condition

known history of Hy

5 follow up and review i

ibre sensor data, patient repor

ted right foot pain t

ates 6/10 in severity.

50B, chest pain, palpitation, ab

daminal pain, Nausea, Vomiting, appetite

patient denies fevers/chills, headache, dizziness, cough:
changes, visual changes, tinnitus, urinary changes, bhawel mavernent changes, wea kness/fatigue

_ OBJECTIVE , A
General: Normotensive, in no acute distress. averweight

Head: Normocephalic, no lasions

Eyes: PERRLA, EOM's full, conjunc

Ears: EAC's clear, TM's normal

Mose: Mucosa normal, no ahstruction

Throat: Clear, ne exudates, na lesions

Neck: Supple, N0 Masses, no thyromegaly, no bruits

Chest: Lungs clear, no rales, na rhonchi, no wheezes

Heart: RR, no murmurs, no rubs, no gallops

Abdomen: Soft, ne tenderness, N0 Masses, BS normal

skin: Normal calor. Wwarm and Dry. No rashes, lesiahs, abrasions.

gack: Normal curvature, no tenderness

Extremities: Decrease rOM related to RIGHT foat wound that he we

na deformities, slight adema, no erythema

Review Libre Sensor data

TARGET 78%

HIGH 19%

tivae clear, fundi grossly narmal

ars a Uni-boot to protect. Wound with-out signs of infection,

-----mmn:mm.-mmaugmsibsaae2b0-70c5-4c46-32d0-30dQZfeeaacglsumrnary 13/97
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0B6-12-"22 16:35 FROM-

RM222, 4:13 M Patient chart - Patient: JAGOE RANLSD L. s T-814 PIDI:I22,;‘|:|’| 2 F=290)
VERY HIGH 2%

"ASSESSMENT

/M (face-to-

CGM Libre Sensof 2 data review for 14 days utilized tO ensure medication sffectivenass. CPT §5250/95251, Modifier 25

face)

CGM Libre Sensor 2 data placed for set up/Training for 14 days, utiized 10 ensure medication affectiveness. ot 95249, Modifier 25
E/M (face-w-face)

Target Range 78%

High Range 19%

Vary High Range 3%

Diagnoses attached to this encounter.
Type 2 diabetes with hypergiycemia [ICD-10: E11 651, NCD-9: 250,80 [SHOMED: 3530510001191 09

Open wound of leg (co-10; 581.,802AL (Co-2 394.0], [SNOMED: 26947005]

Diabetic neuropathy [1CD-1 0: £11.40, 1CD-9 250.60], [1CO-9: 355,9], [SNOMED: 230572002]
Long term (current) Use of insulin peo-1d 779.4], [1ICO-S Vvs8.67], [SNOMED: 710215001]
Depression [CD-10: F32.9) peo-e: 311], [SNOMED: 354890071

Anviety fICD-10: £41.9], ICD-% 306.00], [ENOMED: 486940021

Adult BWM! of 27.0-27.9 [Ico-10: 768,271, ICD-9: V25.23) [SHOMED: 162863004

Overweight [ICD- SNOMED: 238131007]

“PLAN o

NEBS finger stick eheck-in office 237
Kaep finger stick log and bring the log to every visit

Check finger stick fasting, 2 hours post-meal and at bedtime- atternate on different days
tasting sugars should range between 70-120

2 hours post—meal sUgars should be < 160

pedtime sUgars should he 90-1 50

Review freestyle libre sensor data

patient given Hurmalog U-100 4159 now in the affice

placed new sensor patient tolerated well

Medical certificate given to patient to return towork on 08/ 612112021 medical reasons
Advised 1o continue cutrent medications as prescribed

side effects and risks of medications reviewed, Precautions emphasized

Preventive counseling: Diet and exercise daily for

at least 30 minutes

Low carb - low SUBar- low sodium diet

Dietrichin vegetables and fruits

Avoid high saturvated fat products, fast food,

fried food.

reduce high sugars/ caffeine drinks.

Adviged to increase fluids and stay well hydrated

Plan reviewed with the patient. The patient yerbalized ynderstanding and agreed.
Monitar blooad pressure at home

Keep Log of hlood pressure and bring 108 10 appointments

Keep SBP <140 and DBP <30

Advised to RTCInwa wepks or Sooner for a follow up sensor daté

plan reviewed with the patient. The patient verbalized understanding and agreed.

geen by Sharon vejvoda F.N.FP under the supervision of Carlos A Alvarez Mm.D

+ iy mm\'?#IPFIchartslpalienls!b603e?.b(}-?()cfx-4546-a2dD-30d92feGchQIsummary A
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0B6-12-"22 16:33 FROM-

gH2/22, 413 FM Patient char - Patient; JACOB RAMOS LU usragr e - T-614 PD':'23,I‘I:I'| 3 F-290

PATIENT EACILITY ENCOUNTER
JACOB RAMOS carlos A Alvarez MD Inc office Visit
DOB 04/20/1966 T (661)488-5999 NOTE TYPE &DAP Note
AGE 56 yrs F(6B1)483-5991 SEEN BY CARLOS ALVAREZ
SEX Male 001-B TRUXTUN AVE SUITE 220 M.D.
PRN Rj438306 pakersfield, CA 93309 DATE g7/13/2021
AGE AT DOS 55 yrs

Nat signed

Chief complaint
E/J ON PICKLINE (AppPt timne: 11:15 AM) {Arrival time: 11:01 AM)pt i shere far f/u on pick line for infection on the right foot ma rh

vitals for this-encounter

-

|

b 97/13/21 1
'i ‘ 12:05 PM
(....‘--..u,....‘M,_M\-...\m._ - - o g m e - - - it == V'.‘
1 Temperature |
i. Pulse
; Respiratory rate
| 0z saturation :
[ am 26.79

|
| Blood pressure 120/67 mmHE !

N S -B:,EC]"IV_E ! \1:' g

55 year old male patient came in today to follow up if he continues with the pick line for the infection he has on the right foot.,
Denies favers/chills, night sweats, weight changes, headache, dizziness visual changes, tinnitus, 508, chest pain, palpitatians,

abdominal pain. yrinary changes howel mavement changes, weakness/fatigue.

CTIVE
General: Normotensive, in no scute distress.

Head: Mormocephalic, no lesions

Eyes: PERRLA, gOM's full, conjunctivae clear, fundi grossty pormal
Ears, EACS clear, Th's normal

nose; Mucas normal, na obstruction

Throat: Clear, no exudates, N0 lesions

Nack: Supple, NO masses, No thyromegaly, No bruits

Chest; Lungs clear, ne rales, NO rhonchi, no wheezes

Heart; RR, no murmurs, No rubs, no gallops

Abdoment 50ft, o tenderness, No Masses g5 normal

Slin; Normal color. warm and Dry. No rashes, lesions, ahrasions.
Back: Normal curvature, no tenderness

Extremities: FROM, e deforrmities, no edema, no erythema

hssisament

Diagnoses attached to this encounter:

{B99.9) Unspedfied infectious disease
(MB6.9) Osteonyelitis, unspecified
(M79.671) pain in right foot

oo .,..mmﬁfpFfchartf-lpatiemsfbeOSe2b0—7005—464E~a2d0-30d92feﬁa$c9!summsry 18k
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0B6-12-"22 16:33 FROM-

5/12/22, 4113 FM
(E11.40) Type 2 diabetes mellitus with diabetic neuropathy, unspecified
Mo Eszantial (primary) hypertension
(268.26) Body mass index [BMI] 26.0-26.9, adult

" pLaN

Continue with IV antibictic and flushing Picc line

for twa more weeks.

Advice to follow up with gharon Vejvoda FNP at
Greenfield this week.

preventive counseling: Diat and exercise reviewed
Advised to increase fluids and stay well hydrated

Low carb - low sugar - low sodium diet

Plan reviewed with the patient. The patient
yerbalized understanding and agreed.

Advised to RTC in two weeks or sooner fora follow up

seen by Carlos A. Alvarez M.D.

P T P mmw#fpchhartsfpauenls!beDBe2b0—7005-4c46-a2d0-30d9213658c9!summafy
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Patient chart - Patient; JACOB RAMOS DOB: QaiLai iy v

T-814 PO024/0131 F-290
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QB—“I 2= 22 16:40 FROM-

POOZD/0131 F-230

SOAP Mote
CHRISTINE
CRISOSTOMO FNP-C
07/06/2021

55 yrs

Electronically signed by CHRISTINE
CRISOSTOMO FNP-Cat 07/0672021 11:21

T-814

81222, 4113 PM Patient chart - Patient; JACOB RAMOS DOB; 04/20/1986 PRN: rsag=ws
PATIENT FACILITY ENCOUNTER
JACOB RAMOS carlos A Alvarez MD Inc Office Visit
DOB 04/20/1966 T (661)489-5959 NOTE TYPE
AGE 56 yrs E (661 489-5991 SEEN BY
SEX Male 6001-B TRUXTUN AVE SUITE 220
PRN Rj438906 Bakersfield, CA 93309 DATE

AGE AT DOS

am
Chief complaint

{Appt time" 233 AM) (Arrival time: 2:35 AM)pt is here (o pick up clearance release forms for eye SUFEETY marh

. 1‘ “““ T MR
B L. B |

\ ) o “Hmiwwwwwwiﬁmwmww,mi
{ Temperature ‘ 98,20 °F
msatur e e % o

55 Year old male pati
Or. Rohit varma, MD MPH on 07/02/2021, patient denies fevers/chills, headache, dizziness 508, chest pain, ahdominal pain,

ent came in to the clinic today for surgery clearance on left eye cataract in southern Califor

urinary changes. bowel movement changes.
CompCTVE. e

.BMI1 27 Overweight.

e, in ho acute distress
Head: Normocephalic, no lesions

Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly normal
E£ars: EAC's clear, TM's normal

Mose: Mucosa normal, no obstruction

General: Hypertensiv

Throat: Clear, ng exudates, no lasions

Meck: Supple, no masses, No thyromegaly, no bruits

Chest: Lungs clear, ne rales, no rhonchi, no wheezes

Heart: RR, no murmurs, no rubs, no gallops

Ahdomen: 5oft, no tenderness, NO Masses, B85 normal

gkin: Normal color. Warm and Dry. Mo rashes, |esions, abrasions.
gack: Normal curvature, no tenderness

Exiremities: FROM, no deformities, no sdema, ne erythema

EXAMINATION: CHEST X-RAY, 2 VIEWS 06/29/2021

FINDINGS: The lungs are well aerated bilaterally. No evidence for mass, consolidation,
congestion or pleural effusion. No evidence for pneumathorax. The heart is not enlarged. The
visualized o55@0uUs structures are intact, The soft tissues and fat planes are normal.

. -mum:h-h-:.vhz!nntiantslbeOSe?bOrTO05-4545-32d0-30d92f66836915umlﬂa'l'y

0017

nia eye institute with

17197
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056-12-"22 16:40 FROM-
T-814 PO026/0131 F-290

512122, 4113 PM Patient chart - Patient: JAGOB RAMOS DOB: 04/20/1966 PRN; RJ438906
IMPRESSION: Unremarkable chest x-rays. No evidence for acute pulmonary pathology.

patient has right arm pick line with antibiotic by home health Zithromax IV,

Lab results 06/14/2021

HOL CHOLESTEROL 21
GLUCOSE 21
ALBUMIN/CREATINE RATIO, 161
GLUBULIN 3.2

ALKALINE PHOSPHATASE 183
ALT 3

SPECICIFIC GRAVITY 1.045
GLUCOSE 3+

PROTEIN 1+

WHITE BLOOD CELL COUNT 11.3
ABSOLUTE NEUTROPHILS 8486
HEMOGLOBIN A1C 9.0

Diagnoses attached to this encounter:
Essential (primary) hypertension [ICD-10: 110}, 1CD-9: 401.0), [ICD-9: 4011, [ICD-5:401.9), [SNOMED: 59621000

Diabetes 2 1CD-10: E11.9), PCD-2; 250.00), [SNOMED:. 440540061
Cataract of left eye [ICD-10: H26.91, [SMOMELD: 81 6119002]

Eneounter for issue of repeat prescription [ICD-10: 276.0) [(ICD-%: V6E.1], [SNOMED: 170922004]
Adult BMI of 27.0-27.9 [ICD-10: 764.27], [ICD-9: V85.23], [SNOMED: 162863004]

patient is cleared for left eye cataract surgery schedule 07/07/2021.
£SBS finger stick check-in the office 207,

Lab results reviewed with patient and understood.

%- ray results reviewed with patient and understood.

Preventive counseling: Diet and exercise reviewad

Advised to increase fluids and stay well hydrated

Low carb - low sugar - low sodium diet,

Advised to RTC intwo weeks or sooner for a faliow up.

Lisinopril 40 mg was changed to 20 mgonce a day.

Medication E-scripted to the pharmacy.

Adyised to take new medications as prescribed.

Advised to continue curvent medications as prescribed.

Seen by Christine Crisostomo F.NLP, under the supervision of Carlos A. Alvarez M.D.

oA fala e rnur:onhihp_nae2b0-70c5-4046-3200-30d92f36chleumrnary 18/97
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056-12-"22 16:41 FROM-

5/12/22, 413 FM

PATIENT

JACOE RAMOS

pOB 04/25/1966
AGE 56 yrs

SEX Male

PRN Rj438906

Chief complaint

(Appt time: 11:15 AM) (Arrival time: 11:15 AM)PT IS HERET

DAYS MA RH

iy

eight
Temperature

el

ulse

o]

2 Saturation

‘mio!
=

"SUBJECTIVE

55 year ald male patient came in
favers/chills, night sweats, welgh

espiratory rate

Blood pressure

t changes, headache, dizziness,

FACILITY

Carlos A Alvarez MD Inc

T (661)489-5099

F (661)489-5991

5001-B TRUXTUN AVE SUITE 220
Rakersfield, CA 93309

Vitals for this encounter '

mplaining of having nasal congestion and hilateral ear
visual changes, tinnitus, SOB, ch

0 F/J ON FREE STYLE LIBRE

T-814 POO27/0131 F-230

Fatient chart - Patient: JACOB RAMOS DOG: 04/29/1966 PRM: RJ438006

ENCOUNTER
Office Visit
NOTE TYPE
SEEN BY

DATE
AGE AT OS5

SOAP Note
CARLOS ALVAREZ
M.D.

06/28/2021

55 yrs

Electronically signed by CARLOS ALVAREZ
M.D. at 07/02/2021 08:30 am

65 in

06/28/21
12:03 PM

163 1b

3 pT /O OF NOSE CONGESTION BOTH EARS X 3

T aas0er

138/73

27.12

mmHg
..... o g

pain, urinary changes, bowel movement changes, weakness/fatigue,

“gcive

General: Mormotensive, in no acute distress.
Head: Normocephalic, ne lesions

Eyes: PERRLA, EOM'S full, conjunctivae clear, fundi grossly normal
Ears: EAC's clear, TM's normal

Nose: Mucosa normal, no abstruction

Throat: Clear, no exudates, no lesians

Necl: Supple, N masses, No thyromegaly, no bruits

Chest: Lungs clear, no rales, no rhanchi, no wheezes

Heart: BR, no murmurs, no rubs, no gallops

Abdomen: Soft, no tenderness, NG Masses, BS normal

Back: Normal curvatdre, no tenderness

Extremities: FROM, no deformities, no edema, No erythema.

Diagnoses attached 1o this encounter:
Type 2 diabetes with hyperglycemia [ICD-10: €1 1.65), [1CD-9: 250.80], [SNOMED: 368051000119109]
PAD [ICD-10: 173.9], [1CD-9: 443.9], [SNOMED: 400047006]

Glaucoma of both eyes [ICD-10: H40.9], [SNOMED: 12239421000119101)
- P T -H\.—-R.Ardﬁ.-ﬂ?ﬂﬂ-—ﬂodngEBESCQISUmmﬁry

0019

congestion x 3 days. He denies
est pain, palpitations, abdominal

19/97




T-814 PO028/0131 F-230

47 FROM-

(5-12-"22 16

r I..H'N

DM"u’ placard paperwork ﬂlecl oug fﬂr permenant pla card.

FSES done now in office 133,

Advised to monitor blood sugars at home.
Increase fluids, rest.

OTC analgesic, Tylenol, ibuprofen prn,

salt walter gargles, ice chips to soothe throat tid,
Steam expectoration is recommended.

Advised to take medication as directed.

Return to office in 2 weeks for a follow up.

Seen by Carlos A. Alvarez M.D.

Medications attached to this encounter:

Zithromax Z-Pak 250 MG Oral Tablet use as directed {start date: 6/28/2021)

Prormethazine-DiW 6.25-15 MG/SML Oral Syrup 1 tsp po 3 times a day (start date: 6/28/2021)

0020



POO23/0N31 F-230

T-814

47 FROM-

(5-12-"22 16

AGE 56 yrs F {661] 489-5991

TN Y]

WD,

SEX Male 6001-B TRUXTUN AVE SUITE 220
PRN RJ4389C6 Bakersfield, CA 9330% DATE 064142021
AGE AT DOS 55 yrs
Electronically signed by CARLOS ALVAREZ
M.D. at 0615420271 10:39 am
Chief complaint
(Appt time: 11:15 A (Arvival time: 11:43 AMIPT IS HERE FOR F/U AFTER R FEET SURGERY MA RH
| vitals. encounter
06/14/21
, 12:15 PM
Height
Weight
Temperatur 97.60 °F
Pulse 83 bpm
Res p;iratcrr)r rate 18 bpm
Q2 Saturation 99 %
Bhl 29.95
11966 mmHg

weakness{fatiglie.

* OBJECTIVE .

General: Normotensive, in ne acute distress.
Head: Mormocephalic, no lesions

Eyes: PERRLA, ECM's full, conjunctivae clear, fundi grassly normal
Ears: EAC'S clear, TM's normal

Mase: Mucesa normal, no obstruction

Throat; Clear, no exudates, na lesions

Heck: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs clear, no rales, ng rhonchi, no wheezes

Heart: RR, N0 murmurs, no rubs, ng gallops

Abdamen: Soft, no tenderness, no masses, BS normal

skin: Mormal calor. Warm and Dry. No rashes, lesions, abrasions.
Back: Mormak curvature, no tenderness

Extremities: FROM, no deformities, no edema, no erythema

pre-gp clearance, Denies feversichills, night swe
palpitations, abdominal pain, urinary changes, bowel moverment chianges,

0021



T-814 POO30/0131 F-230

42 FROM-

(5-12-"22 16

e s s ey o - o

BMI 25-29 - overweight [ICD-10: Z68.29], [ICD-9: 278.02], [SHOMED: 162863004]

PLAM. ..

Pre ap clearance studies
EKG done results discussed and understood

LAB ORDER FOR: CBC, CWP, LIPID PANEL, HATC,

TSH, T3 FREE, UA

Order given for Chest X ray at Stockdale Radiclogy
Freestyle Libre 2 put it to the patient in the office
Advice to follow up with Sharon at Greenfield

to monitor his Diabetes,

Preventive counseling: Diet and exercise reviewed
Advised to increase fluids and stay well hydrated

Low carb - low sugar - low sodium diet

Advised to RTC in two weeks ar sooner for a follow up

Seen by Carlos A. Alvarez M.D.
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T-814 POO31/0131 F-230

42 FROM-

(5-12-"22 16

AGE 56 yrs

SEX Male
PRN Rj438906
Chief complaint

F {661) 483-5391
5400 ALDRIN CT
BAKERSHELD, CA 93313

SEEM BY SHAROM VEJWODA
FHP

DATE Q51742021

AGE AT DO5 55 yrs

Electronically signed by SHAROM
YEIWODA FNP at 05/20/2027 11:22 am

(Appt time: 11:00 AM] (Arrival time: 11:09 AM) PT HERE FOR EVALUATION DISABILTY EXTENSIGN FBS 136 JESPANA

‘h“llalsior thlsencuunter - W
"""""""" N N
11:34 AM

e e e e At e e et eeeem e e S ; ?3"|b .................... -
T;n—pe;at;re" """"""""""""" e 'w'"""""“"w"gg{;}“.,'F """"""""" T
>|;'|_.~|;ew S .. R . N I
Respiratoryrate I
| o2saturation B
tPam ............................. S B o - e
e ] ROT
I BMI 28,79
f'a'[ééd}i}e;;u}”é e |
wsﬁé}iz—&—r_ﬁ}us ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, e e = e e e e S

55 years old male patfent W|th a known hlstor}r of Hypertension, Diabetes Melfitus - type 2 Hyperllpldemla patlent present in the
clinfc for evaluation extension disability, due to right foot wound, Patient is requesting a refilf of current medications. Reports
toferating current medications well without adverse reactions or any other problems. patient reported right foot painrates 10410 in
severity, patient states wound closed bacterial infections gone 2 mare weeks of healing ther surgery, patient had vein striping.
Patient denles feversichills, headache, dizziness, cough, SOB, chest pain, palpitation, akdaminal pain, Nausea, Vomiting, appetite
changes, visual changes, tinnitus, urinary changes, bowel movement changes, weaknessiatigue

{]Bj ECTI‘u’E

General: N{erutenswe afebrlle in acute dlstress due to rlght foot pain, uverweaght

Head: Mo headaches, no vertige, no injury

Eyes: Normal vision, na diplopia, no tearing, no scotomata, no pain
Ears: EACs clear, TMs intact, no change in hearing, no tinnitus, no bleeding, na vertigo
Nose: Mo epistaxis, no coryza, no obstruction, na discharge

iMouth: Mo dental difficulties, no gingival bleeding, no use of dentures

Throat: clear, na pharyngeal erythema
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" ASSESSMENT

056-12-"22 16:42 FROM-

T-814  PO0S2/0131 F-290

5/12/22, 413 PM Patient chart - Patient: JACCE RAMOS DOB: 04/20/1966 PRN: RJ436306

Baclc Normal eurvaturs
GU: No urinary urgency, na dysuria, no changa in the nature of uring

skin: Normal color, Warm and Dry, Mo rashes, lesions, abrasions.

Neurologic: No weaknass, no tremaor, na sejzures, no changes in mentation, No ataxia
Psychiatric: No depressive symptoms, o changes in sleep habits, no changes in thought content,
Extremities: right foot + boot

Diagnoses attached to this encounter:
Type 2 diabetes with hyperglycemia ([CD-10: E11.65], [ICD-9: 250.80), [SMOMED; 3630510001 18109]

Encounter far issue of repeat prescription {ICD-10: 776.0], [ICD-9: VB&.1], [SNGMED: 170922004]

PAD [ICD-10: 173.9), (1CD-9: 443.9), [SNOMED: 400047006]

Dietary counseling in diabetes [ICD-10; 271.3], [IC3-9: Vieh.3], [SNOMED: 424928005), [SNOMED: 11816003]
Qverwelght [ICD-10 E66.3], [ICD-9: 278.02], [SNOMED: 238131007]

Hypertensive heart disease without heart fallure [ICD-10: 111.9), HCD-9: 402.00], (ICD-9: 402.10], [ICD-9: 402,901, [SNOMED:

60899001]
Pain in right foot [1CD-10: M79.671], [ICD-9: 729.5], [SNOMED: 216891000119107]

Open wound of leg [ICD-10: 581.801A) {ICD-8: 894.0), [SNOMED: 26947005]

FBS finger stick check-in office 136
Keep finger stick log and bring the log to every visit

Check finger stick fasting, 2 hours post-meal and at bedtime- alternate on different days
Fasting sugars should range betwean 70120

2 hours past-meal sugars should be < 160

Bedtime sugats should be 90-150

Ordered Drug screaning panel @

Complete disability form until 07/10/2021

Advised to continue current medications as prescribed

side effects and risks of redications reviewed, Precautions emphasized
Controlled substance prescription was given 1o the patient in hand.

Low carb - low sugar - low sodium diet

Dist rich in vegetables and fruits

Avaid high saturated fat products, fast food.

fried food.

Reduce high sugars/ caffeine drinks.

Advised to increase fluids and stay well hydrated

Plan reviewed with the patient. The patient verbalized understanding and agreed.
Monitor blood pressure at home

Keep Log of blood pressure and bring log to appointments

Keep SBP <140 and DBP <90

Advised to RTC in one month or sooner for a follow up T20M

Advised follow up Ophthalmologist for glaucoma on left eye

Plan reviewed with the patient. The patient verbalized understanding and agreed.

Seen by $haron Vejvoda E.N.P under the supervision of Carlos A Alvarez M.D

Medications attached to this encounter:

Narco 10-325 MG Oral Tablet1 tab po 2 times 3 day (start date: 12/18/2020)

e o ke 'ﬂ"“nn'o'honﬂa’)hn-TOc5-4c46-32d0-30d92fe628c9/sun1mary

0024
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056-12-"22 16:43 FROM-

5/42/22, 4:13 PM

PATIENT

JACOB RAMOS

DoB 04/29/1966
AGE CE yrs

SEX Male

PRN RJ4385006

Patisnt chart - Patisnt: JAGOB RAMOS DOB: 04281

FACILITY

CARLOS A, ALVAREZ MD., INC
T (661)489-5999

F (661) 489-5991

5400 ALDRIN CT

BAKERSFIELD, CA 93313

T-814
966 PRN: R1438906

ENCOUNTER
Office Visit
NOTE TYPE
SEEN BY .

DATE
AGE AT DOS

POOS3/0131 F-230

SOAP Note
SHARON VEIVODA
FNP

047272021

hd yrs

glectranically signed by SHARON
VEIVODA FNP at 05/04/2021 12:47 pm

Chief complaint
(Appt time; 4:00 PM) (Arrival time: 3:44 PM)evaluation exiender disability eye surgery on 05/10/21 nfbs 220 jespana

Is for this encounter .

e T P U L B LR e+ pemeen e O i R

04/27/21 ‘:
4:21 PM

651N !
Wei 1831b
Temperature 92.40 °F

82 bpm

" - e e et "1:
E |
! :
H '
Lamrwsienin PR e |
| '
| BMI 30.45 1

i Blood pressure 97/50 mmHg

55 Years old male patient with know history of HTN/T2DM patient present in the clinic for extension disability, patient sates he had
schedule eye surgery on 05/1 0/21 due 1o glawcoma, patient reported right foot pain rates 10/101n severity, Patient denies
fevers/chills, headache, dizziness SOB, chest pain, abdominal pain, urinary changes, bowel movement changes.

e e

“GRECTVE

Genaral: Normotensive, in no acute distress. obesity

Head: Normocephalic, no lesions

Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly narmal
Ears: EAC's clear, TM's normal

Nose' Mucosa nermal, no obstruction

Throat: Clear, no exudates, no lesions

Meck: Supple, no masses, N0 thyromegaly, no pruits

Chest: Lungs clear, no rales, no rhonchi, no wheezes

Heart; RR, no murmurs, no rubs, no gallops

Abdomen: Soft, no tenderness, NO Massas, BS normal

Skim: Normal color, Warm and Dry. No rashes, lasions, abrasions.
Back: Mormal curvature, nad tenderness

extrernities: right foot + boot
ASSESSMENT

Diagnoses attachad to this encounter:

e rnnt:nnlzlhpﬂ.’%e?nD-T’OE5—4C45-32d0—30d927353309/5ummaw 25797
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056-12-"22 16:43 FROM-

T-814  PO034/0131 F-290

5M2/22, 413 PM patient chart = Patient: JAGOB RAMOS DOB: 04/20/1 966 PHN: Muyssouuy
BMI 30+ [ICD-10: 268.30], [ICD-9: 278.00], [SNOMED: 162864005]
Anxiety [ICD-10: F41.9], 1cD-9; 300.00) [SNOMED: 48634002)
Depression [ICD-10: F32.3], [ce-9; 317, [SNOMED: 36489007]
Obese (1CD-10: E66.9], [Ico-9; 278.00), [SNOMED: 41481 5002}
Type 2 diabstes ellitus with hyperglycemia [eD-10: E11.651 f1CD-9: 250,801, [SMOMED: 362051000119109]
Long term (current) use of insulin [ICD-10: 279.4), [iCD-9: V58.67], [SNOMED: 71081 £001}
Diabetic neurapathy [lcp-10; E11.40%, [ICD-9: 250.60), [ICD-9: 355.9], [SNOMELD: 230572002]
pain in right foot [chD-10: M79.6711, 1CD-5: 729.5], [SNOMED: 316891000119107]
Glaucoma of both eyes {ICP-10: H40.9], [SNOMED: 12239421000119101]

CPLAN

NEBS finger stick done in office 220
Advised applying for permanent disability

Skin graft to central valley Nguyen seeing every week 6614671477

Medical certificate given to patient 10 return to work on 07/10/21 medical purpose
Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, precautions emphasized
preventive counseling: Diet and exercise reviewed

Advised to increase fiuids and stay well hydrated

Low carb - low sugar - low =odium diet

Advised to RTC in one month or sooner for a follow up T2DM

plan reviewed with the patient. The patient verbalized understanding and agreed.

Seen by Sharon vejveda F.N.P under the supervision of Carlos A Alvarez M.D

e Y mmmum:mhang/naxienlslbeoathD-70c5-4946-a2d0-30d92feﬁa8c9!summary

0026

26/97




T-814 POO35/0131 F-280

44 FROM-

(5-12-"22 16

AGE 56 yrs F ({661} 489-59M SEEM BY SHARUN VERULUA
SEX Male 6O0T-B TRUXTUN AVE SUITE 220 FNP

PRN R}438906 Bakersfield, CA 93309 DATE 0272472021
) AGE AT DOS 54 yrs

Mot signed

Chief complaint
{Appt time: 3:45 PM) (Arrival time: 3:16 PMIPT CH0 COUGH, RUMMY MOSE X4 DAYS, SMA MG

02724421

o e T
Temperatwre T T assee
T T
T g
Cossmmmion ] T @

Pain

B 31.45

! Blood pressure

oeectw. o T

54 year old male patient came in today complaining of having a cough and stuffy nose x 4 days. He denies fevers/chills, night sweats,
weight changes, headache, dizziness, visual changes, tinnitus, SOB, chest pain, palpitations, abdaminal pain, urinary changes, bowe|
movement changes, weakness/fatigue.

General: Mormotensive, in no acute distress.

Head: Normocephalic, no lesions

Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly normat

Ears: EACS clear, TM's normal

iWose: (+] Erythematous mucosa.

Throat: (+) Erythematous pharynx.

Mack: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs clear, no rales, na rhonchi, no wheezes

Heart: RR, no murmurs, no rubs, na galleps

Abdomen: Soft, no tenderness, no masses, BS narmal

Back: Normal curvature, no tenderness

Extrernities: FROM, no deformities, no edema, na erythema.
TassessmenT )
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T-814 PO036/0131 F-230

44 FROM-

(5-12-"22 16

Advised to monitor blood sugars at home,
Injections tolerated well,

Advised to take medication as directed.

Stay hydrated.

Preventative care; diet and exercise reviewed.
Return to office in 2 weeks for a follow up,

Seen by Sharon Vejvoda F.NLP under the supervision of Carlos A Alvarez IM.D

Medications/Prescription orders attached to encounter:

Dexamethasone Sodium Phosphate 10 MG/ML Imjection Solution Sig; DEXAMETHASOME 10MG/ML IM GIVEN NOW IN
OFFICE BY MA. Jose LUQ NOC: 10079910558950 £XP: FEB2022 LOT: 029407

Triameinelone Acetonide (Kenalog) 40 MG/ML Injection Suspension Sig: Kenalog 40 1cc given by MA IRMA FUENTES to
RUOQ A MDC=0703-0245-01 LOT# 348049 Exp=04/2021
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056-12-"22 16:45 FROM-
T-814 POO37/0131 F-230

51222, 413 PM Patient chart - Patient JACOB RAMOS DOB: 04/20/1966 PRN: RJ438908

PATIENT FACILITY EMCOUNTER
JACOB RAMOS CARLOS A. ALVAREZ MD., INC Office Visit
DOB 04/29/1966 T (661)489-5999 NOTE TYPE SOAP Note
AGE 56 yrs E (661)489-5991 SEEN BY SHARON VEJVODA
SEX Male 5400 ALDRIN CT FNP
PRN RJ438906 BAKERSFIELD, CA 93313 DATE 02/18/2021
AGE AT DOS 54 yrs

Mot signed

Chief complaint
(Appt time! 10:45 AM} {Arrival time: 10:33 AM) C/O RUNNY NOSE, COUGH FOR 3 DAYS AND FOLLOW UP DISABILITY FBS 155 IESPANA

% encounter
' : 02/18/21
10:43 AM }

Height 65 in

Weight 190 Ib

{ Temperature

ot e A

97.80 °F

E P S A

T S S e e e a g v \
{ pulse '; 82 bpm

BMI 31.62

i Respiratory rate 18 bpm i
| 02 Saturation 96 %
| Pain 6
4 ‘ RIGHT FOOT
‘r [ A a———p e i e R A R P R L
|

it

lood pressure a 140/89 mmHg

s

54 years old male patient with a known history of Hypertension, Diabetes Mellitus - ype Z, Hyperlipidemia. patient present in the
clinic for complaint ef runny nose, cough for 3 days and follow up for disability extension, patient reported right foot pain rates
/10 in severity Patient denies fever/chills, denies rashes/pruritus, denies headache/dizziness, denies cough ar SOB, denies chest

pain/palpitations, denies abdominal pain, no NAYD, denies any urinary symptoms, denies weakness/malaise.

e

Gen; Hypertensive, no acute distress, obesity

Head: Mormocephalic, no lesions

Eyes; PERRLA, EOM'3 full, conjunctivae clear, fundi grossly normal

Ears; EAC's clear, TM's nermal

Nose: Mucosa normal, no ohstruction

Throat; Clear, no exudates, no lesions

Neck: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs clear, ho rales, no rhonchi, no wheezes

Heart; RR, no Murmurs, no rubs, no gallops

Abdomen: Soft, no tenderness, No Masseas, BS normal
Back: Normal curvature, né tenderness
Extremities: right foot + boot

Diagnoses attached to this encounter:
(E11.65) Type 2 diabetes mellitus with hyperglyceria

— --.:.---z.m...mnnthn-mns_z;ode-azdo-30d92feeaﬁ|:9!summary 29/97
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45 FROM-

(5-12-"22 16

T-814 PO038/0131 F-230

U1 D) D RP TR AT IR | IR L L T SR ey e x T

(Z7%.A] L.ong term {current) use of insuiin

{E11.40) Type 2 diabetes mellitus with diabetic neuropathy, unspecified
f199.93 Unspecified disorder of dirculatary system

{ROS) Cough

{134.859) Other specified disorders of nose and nasal sinuses

{130.1) Allergic rhinitis due to pollen

PLAN

FBS finger stick check-in office 155
Keep finger stick log'and bring the log ta every visit

Check finger stick fasting, 2 hours post-meal and at bedtime- alternate on different days

Fasting sugars should range between 70-120

2 hours post-meal sugars should be < 160

Bedtime sugars should ke 30-150

Extended disability until April 10th 2021

Advised to take new medications as prascribed

Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

Wedication E-scripted to pharmacy '

Advised to increase and maintain physical activity for physical and emotional health, as well as impravement of chranic illness
Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low-fat meats such as chicken

Avoid high saturated fat products such as beef, pork, cheese, butter, and agg yolk. Avoid fast foods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

Manitor blood pressure at home

Keep Log of blvod pressure and bring the log to appaintments

Keap SBP <140 and DBP <0

Advised to RTC in three rmonths ar sooner for a follow-up for TZDM /HTM

Advised follow up with Central valley Surgical specialist

No psych at this time Advised to go to Mary K shell for evaluation

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Sharon Vejvoda F.N.P under the supervision of Carfos A Alvarez M.D

Medications/Prescription orders attached to encounter,
Cetirizine HC! (ZyrTEC Allergy} 10 MG Oral Capsule Sig: Take 4 capsule (10 mg) by mouth daily

Dextrometharphan-Guaifenesin {Robitussin Co ugh+Chest Cong D) 20-200 MG/20ML Oral Liquid Sig: 5 ml PO Q&H
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T-814 PO039/0131 F-230

45 FROM-

(5-12-"22 16

AGE 56 yrs
SEX htale
PRN R|438906
Chief complaint

F {661) 489-5991
B001-B TRUXTUM AVE SUITE 220
Bakersfield, CA 93309

SEEN BY CARLOS ALVAREZ

KD,
DATE 02/01/2021
AGE AT DOS 54 yrs

Mot signed

(Appt tirme: 415 PR} (Arrival time: 4:47 PM) PT HERE FOR RIGHT FOOT SURGERY CHECK AMD LB RESULTS MADE

Vitals fpr:,thﬁi's'encuunter ' 7

4:51 PM
Temperature 9820 °F
Vpuse o ) T T T aabpm
Respratoryrate ) B A T isepm
S R T S
e ; [ D .
HB#MIM e B
Uioodpresswre T T e mmrg
T

54 year old male patient came in today for a follow up on right foot

surgery. He is alse here for a follow up onlab results. He denies

feversichills, night sweats, weight changes, headache, dizziness, wisual changes, tinnitus, SOB, chest pain, palpitations, abdominal
pain, urinary changes, bow

Head: Normocephalic, no lesions

Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly normal

Ears: EAC's clear, TM's normal

Mase: Mucosa normal, no abstruction

Throat: Clear, no exudates, no lesions

Neck: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs clear, no rales, na rhond, no wheezes

Heart: RR, no murmurs, no rubs, no gallops

Abdomen: Soft, no tenderness, na masses, BS normal

Back: Mormal curvature, no tenderness

Extremities: FROM, no defarmities, no edema, no erythema.
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T-814 POD40D/0131 F-230

46 FROM-

(5-12-"22 16

Advised to follow up with specialist.

T T
{Z09] Encounter for follow-up examination after completed treatment for conditions other than malignant neoplasm
{Z68.31} Body mass index (BMI} 31.0-31.9, adult

{E11.65) Type 2 diabetes mellitus with hyperglycemia

Reviewed and discussed lab results in detait.
Will repeat [abs in 2 months.

MFBS done in office 64,

Advised to monitor hlood sugars at home.
Injection tolerated well.

Advised to take medication as directed.

Stay hydrated.

Preventative care; diet and exercise reviewed.
Return to office in 1 manth for a fallow up.

Seew by Carlos A, Alvarez M.D.
Medications/Prescription orders attached to encounter:
Alendronate Sodium fFosamax) 70 MG Oral Tablet Sig: 1 tab po g weekly

Calcium Carbonate {Antacid) (Tums) 500 MG Oral Taklet Chewable Sig: Chew and swallow 1 tablet (500 mg) by mouth 3
times per day as needed

Cyanocobalamin 1000 MCGE/MRL Injection Solution Sig: Cynocobalamin 1,000 MGCML 181 GIVEN MOW IN OFFICE by MA: Jose
LUQ NDC:0143-9619-01 LOT: 1705169, EXP: 1042021
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T-814 POD4T/0131 F-280

46 FROM-

(5-12-"22 16

AGE S6yrs F [661) 489-5991 SEEN BY SHAROM VEINODA

SEX Male 5400 ALDRIN CT FMP

PRN R|438906 BAKERSFIELD, CA 93313 DATE 0142242021
AGE AT DOS 54 yrs
Metsigned

Chief complaint

(Appt time: 11:45 AM) (Arrival time: 11:46 AM) pt req referral to omni health phyc on pananma alsa req extension for disability nfbs=
141 ma jflores

'u'itals fur thls entounter

{J1.F22.FZ1
12 0z PM
""""" o esm
T qeam
et e e ;;Eg ;Fw. .
T 73bpm
Respiratory rate : i 7 ‘- ‘Ipr—m"
02sawration ' I T
L pa”']”ﬁ”m O B U 5 R
; Bh_ﬂﬁﬁ v ettt e - S S I 3 _1_6.5 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
;7173>|”n:-;cii‘;r:nr=_rssurem e 7'1772?-'!86 mmHg

54 year old male patlent presents ta the cl|n|c requestmga referral to establish a new psych prcr'.rlder since his pre‘u‘ICILIS prcwder ne
langer takes his insurance. Patieint requests a referral to Ormni Health psych who he states takes his insurance. Pt continues to wear
a Uni boot an his right foot due to fractured toes, Patient also states that he is undergaing vein therapy on both his legs to increase
circulation to his lower extremities. Patient reported right foot pain rates 6/10 in severity. Patient denies feverfchills, denias
rashesipruritus, denies headachefdizziness, denies cough or SOB, denies chast painfpalpitations, denies abdaminal pain, no NAYD,
denias any urinary symptoms,

Gen Nurmote nsive, no acute dlstre 55, He continues (o wear Uru boot due to left foot surgery and wound infection bemg managed
by Dr Alvarez, obesity

Head: Normaocephalic, ne lesions

Eyes: PERRLA, EOM's full, conjunctivae dlear, fundi grossiy normal

Ears: EAC's clear, TK's normal

Mase: Mucosa normal, no abstruction

Throat: Clear, no exudates, no lesions

Meck: Supple, no masses, no thyromegaly, no bruits
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T-814 POD42/0131 F-230

47 FROM-

(5-12-"22 16

L PLAN

fF41.9) Anxiety disorder, unspecified

79,6711 Pain in right foot

{E56.9) Chesity, unspecified

(Z68.31) Body mass index (BMI} 31.0-31.9, adult

{111.9) Hypertensive heart disease without heart failure
{E11.65) Type 2 diabetes mellitus with hyperglycemia
{Z79.4) Long term [current} use of insulin

{Z71.3) Dietary counseling and surveillance

MFBS finger stick check-in office 141

Keep finger stick log and bring the tog to every visit

Check finger stick fasting, 2 hours post-meal and at bedtime- alternate on different days
Fasting sugars should range between 70-120

2 hours post-meal sugars should be < 160

Bedtime sugars should be 90-150

Refer to psych for evaluation and treatment dep ression and anxiety

Extend Disahility to April 10th, 2021

Advised to continue current medications as prescribed

side affacts and risks of medications reviewed, Precautions emphasized

Advised to increase and maintain physical activity for physical and ernotional health, as well as improvement of chronic illness
Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low-fat meats such as chicken

weid high saturated fat products such as beef, pork, cheese, butter, and egg yolk, Avoid fast faods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

mManitar blood pressure at hame

Keep Log of biood pressure and bring the log ko appointments

Keep SBP <140 and DBP <90

Advised to RTC in three months ar sooner for a follow-up for evaluation disability

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Sharon Vejvoda F.N.P under the supervision of Carlos A Alvarez WD

REFERRALS:
EAST NILES COMBMUN HEALTH CENTER via Fax
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T-814 POD43/0131 F-230

47 FROM-

(5-12-"22 16

AGE 56 yrs F (661) 489-5991 SEEN BY LAMLUD ALY ARLE
SEX Male 6001-B TRUXTLIN AVE SUITE 220 .0

PRN RJ438906 Bakersfiald, CA 93309 DATE 0171242021
AGE AT DOS 54 yrs

Mot signed

Chief complaint
[Appt time: 2:45 PM) (Artival ime: 2:41 PI) patient is here ta ffu on his right foot infection. g2

‘ :'Uiiéls for this encounter | V

e e e o e
- _ 3736 PM
et e
v;erghtw___n,‘__ e R e
Cremeerere T I w0 F o
B0 R T ebpm
e e e S T I

; Respiratary rate

2 Saturation

Pain

St e e e et ten

i BMI

. e
i Blood pressure 104/55 mmHg
| I e A s e e e P £ DR o et i b m——mme —

“oRrewE

54 year okd male patient came in today far a follow up on rigiht foat infection. He denies feversfchills, night sweats, weight changes,
headache, dizziness, visual changes, tinnitus, SOB, chest pain, palpitations, ahdominal pain, urinary changes, bowel movermnent
changes, weakness/faligue.

Head: Normaocephalic, no lesions

Eyes: PERRLA, EOM's full, conjunctivae clear, fundi gressty normal
Ears: EAC's clear, ThT's normal

Maze: Mucosa narmal, no ohstruction

Throat: Clear, no exudates, no lesions

Meck: Supple, no masses, Na thyromegaly, no bruits

Chest: Lungs clear, no rales, no rivonchi, ho wheezes

Heart: RR, no murmurs, ne rubs, ng gallops

Abdomen: Soft, na tenderness, no masses, BS normal

Back: Marmal cunvature, no tenderness

CRSSESSMENT . - ¢ ’
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T-814 POD44/0131 F-230

47 FROM-

(5-12-"22 16

I"I.J“ll‘i

Ir1 Jectsans tol erated well

Refilled medication.

Advised to take medication as directed.

Ordered Lahs; CBC, CMP, Lipids, HGB-A1C, TSH, T3 free, T4 free, UA Camplete.
Right foot MR ordeved with and without contrast at Stockdale Radiclogy.

Referred to Podiatrist for consultation and evaluation due to right foot toe fractuie,
Stay hydrated.

Preventative care; diet and exercise reviewed,

Return to office in 2 weeks for a follow up.

Seen by Christine Crisostomo F.NLP, under the supervision of Carios A Alvarez M.D.

REFERRALS:
Anthony Nguyen via Fax

Medications/Prescription orders attached to encounter:
Baclofen 10 MG Oral Tablet Sig: Take 1 tablet (10 mg) by mouth daily

Cyanocobalamin 1000 MCGL Injection Selution Sig; Cynacabalamin 1,000 MGCML IM GIVEN MOW N OFFICE by htA: Jose
LUQ NDC:0143-9619-01 LOT 4705169, EXPi10/2021

Daycycline Hyclate 100 MG Oral Tablet Delayed Release Sig: 1 tab po 2 times a day x 7 days
Hydrocodone-Acetarninophen (Norce) 10-325 MG Orat Tablet Sig: 1 tab po 2 times a day # 20

Ketorolac Trometharmine 30 MG/L Injection Solution Sigr KETORCGHAC 30/ML IM GIVEMN NOW 1N OFFICE BY MA: Jose RUQ
MDC: 72611-725-00 LOT: 202001 EXP: 0172022
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T-814 POD4E/0131 F-230

48 FROM-

(5-12-"22 16

AGE 56 yrs F (661] 489-5991
SEX tale 5400 ALDRIM CT
PRN R|438906 BAKERSFIELD, CA 93313

Chief complaint

fAppt time: 10:54 AM) (Arrival time: 10:54 AM) PT HERE FOR DISABILITY EXTENSION LR

Temperature

Pulse

Respiratory rate
02 Saturation

: B

I

. Blood pressure

SoBECTvE

54 years old male patinet present in the clinic for follow up right foot pain rates 8/10 in severity due to infecte
hility extension, Patient denies feverichills, denies rashes/pruritus, denies

surgery, patient also present for evaluation disa

headache/dizziness, denies cough or SOB, denies chest painfpalpitations, denies

sympeams, dernes weakness/malaise.

_ oBJECTHVE

Gen: Mormotensive, in acute disiress. ohesity
Head: Mormocephalic, no lesions

Eyes: PERRLA, EORT's full, conjunctivae clear, fundi grossly normal
Ears: EAC's clear, Th's normal

Mase: Mucosa narmal, no ohstyuction

Throat: Clear, no exudates, no lesions

Meck: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs clear, no rales, na rhonchi, no whegzes

Heart: RR, no murmurs, no rubs, no gallops

Abdomen: Soft, no tenderness, no masses, BS rormal

JEEMET SIS ¥ T e
FMP
DATE 1272142020
AGE AT DOS 54 yrs
Mot signed
12£21£20
11:14 AM
65in
187 Ib
9810 °F
86 bpm

d on right foot after

abdominal pain, no NAWD, denies any urinary
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T-814 POD4B/0131 F-230

48 FROM-

(5-12-"22 16

WL g SR U e T
(111.9) Hypertensive heart disease without heart failure
(E11.65) Type 2 diabetes mellitus with hyperglycemia
(Z79.4) Long term {current} use of insulin

tE11 40} Type 2 diabetes mellitus with diabetic neuropathy, unspemf’ed

NFBS aner stlcl-: checlin oﬁ“ce 182

Keep finger stick log and bring the log to every visit

Check finger stick fasting, 2 hours past-meal and at bedtime- alternate on different days
Fasting sugars should range between 70-120

2 hours post-meat sugars should be <1560

Bedtine sugars should be 90-150

A medical certificate is given to the patient from 12/21/2020 to 02/09/20221 and may resume returning to work on 02/10/2021
medical reason

Complete for disahility extensian.

Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

Advised to increase and maintain physical activity for physical and emotional health, as well as improvement of chionic iliness
Low carb - low sugar - low sodium diet

Diat rich in vegetables and frult, Low-fat meats such as chicken

Avoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food

Advised to increase fluids and stay well hydrated

Reduce high sugarss caffeine drinks

tMaonitor blood pressure at home

Keep Log of hlood pressure and bring the log to appointments

Keep SBP <140 and DBP <90

Advised to RTC in ane menth or soaner for a follow-ugp for pain

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Sharon Vejvoda F.N.P under the sirpervision of Carfos A Alvarez M.D
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T-814 POD47/0131 F-230

49 FROM-

(5-12-"22 16

AGE 56vrs F [661)489-5991 SEEN BY CARLOS ALVARES
SEX Male G001-B TRUXTUN AWE SUITE 224 M.D.

PRN R)438906 Bakersfield, CA 93309 DATE 12182020
AGE AT DOS 54 yrs

Mot signed

Chief complaint
(Appt time; 11:30 AM) (Arrival time: 11:36 AMjpt here to ffu on rt foot wound ma ys

itals-for this encounter
12/18/20
_ 12:18 PM
Height 65 in

Weight
; Temperature

Respiratory rate

Q2 Saturation 96 %
Pain 5

BME 31.25
i Blood pressure 92/60 mimHg

5S4 year old male patient came in today for a follow up on right foot wound cara, He denies fevers/chills, night sweats, weight
changes, headache, dizziness, visual changes, tinnitus, S0B, chest pain, palpitations, abdeiminal pain, urinary changes, bowel

- OBJELTIVE

General; Normatensive, in no acute distrass.
Head: Normocephalic, no lesions

Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly normal

Ears: EAC's clear, TM's normal

Mose: Mucosa normal, no obstruction

Throat; Clear, no exudates, na lesions

teck: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs clear, na rales, no rhaonchi, no wheezes

Heart: RR, no murmurs, no rubs, no gallops

Abdamen; Soft, no tenderness, no masses, BS normat

Back: Normal curvature, no tenderness

Extremities: FROM, no defarmities, no edema, no erythema.

skin: open wound ta right metatarsat fifth digit dime size, milg drainage and tenderness
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T-814 P0OD48/0131 F-230

49 FROM-

(5-12-"22 16

FSBS done in office 191,

Advised to monitor hlood sugars at home.
Wound check done in office,

Dressing change done in office.

Refarred to Dr kumar for wiound care.
Advised to take medication as directed.

Stay hydrated.

Preventative care; diet and exercise reviewed,
Return to office in 2 weeks for a follow up.

Seen by Carlos A. Alvarez M.D.

Medications/Prescription arders attached to encounter:
Hydrocodone-Acetaminophen (Morco) 10-325 MG Oral Tabl

let Sig: 1 tab po 2 times a day # 20

e g s e s e S
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T-814 POD49/0131 F-280

49 FROM-

(5-12-"22 16

AGE 56 yrs F {&6561)489-5991 SEEM BY CARLGS ALVAREZ

SEX Wale 6001-B TRUXTUM AVE SUITE 220 M.D.

PR RI428906 Bakersfield, CA 33309 DATE 1241572020
AGE AT DOS 54 yrs
Mot signed

Chief complaint

{Appt tine: 2:00 PM} (Arrival time: 2:51 PM) pt fu on rt foot waend ma;mm fsbs 64 office

7 Vltals for thls encounter
C 32?PM
‘height S T e
.I&;&;ﬁ_m“m“““ﬁﬁ%wwﬂm,_,fwduy . S R m~_m“me?géig_mnmeWW__~M~wm4 ....
A;;%;;;a;;_, ..... R S U ~§g;;.mk IR
L o e e e e e e WYﬂdr,ﬂW",,_wu.mt._u.".1,Y,W,,ﬂ,h,%; ﬂé&ﬁ et e ,
Respistoyrate o T T sepm ”
02 Saturatlon o o S - B 97 [;;""" -
;tfoot
oMl T N
{ Blood pressue N e
_suamt?ﬁéih'w"vamﬁfw”“_""mm“““m“ﬁﬁvWJ S - T 7j;7V7:r7 4__ ":" )

54 year old male patient came in today far a follow up on right fu-ot wound, He demes fe'u'e rsfchills, night sweats, weight changes,
headache, dizziness, visual changes, tinnitus, S50B, chest pain, palpitations, abdominal pain, urinary changes, bowel mavermnent
changes, weakness.ffangue

_E_B_jECTMEW_».N-,.. e e e o ee e ot o e e o et 2t o £ At i <o e e

General; Normaotensive, in no acute distress,

Head: Mormocephalic, no lesions

Eyes: PERRLA, EQOM's full, conjunctivae clear, fundi grossly normal
Ears: EAC's clear, ThW's normal

MNose: Mucosa normal, no abstruction

Throat: Clear, no exudates, no lesions

Meck: Supple, No masses, ho thyromegaly, no bruits

Chest; Lungs clear, no rales, na rhonchi, no wheezes

Hearl; RR, no murmurs, no rubs, no gallops

Abdamen: Soft, no tenderness, no masses, BS normal

Back: Mormal curvature, no tenderness

Extremities: FROM, no deformities, no edema, no erythema.
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T-814 POOBRO/013T F-230

B0 FROM-

(5-12-"22 16

M0 WIS 1 MR W TT

Advised to monitor blood sugars at home,
wound check done in office,

Dressing change done (h office.

injections tolerated well.

tavised to take medication as directed, -
Stay hydrated.

Preventative care; diet and exercise reviewed,
Return to office in 1 week for a follow up.

Seen by Carlos A, Alvarez M.D.

Medications/Prescripiion orders attached to encounter:
Ceftriaxone Sodium (cefTRIAXane Sodium) 1 GM injection Solution Reconstituted Sig; ROCEPHIN 1 GM IM GIVEM NOW i
OFFICE BY M#A; JOSE RUQ NOC: 0403-7332-11 LOTH KAZ074 EXP: 82022

Cyanocobalamin 1000 MCOGML Inje ction Solation Sig: Cynocobalamin 1,000 MGCML I GIVER HOW IN OFFICE by MA: Jose

LUQ NBC:(143-9619-01 LOT: 1705169, EXP: 1042021
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T-814 POOBT /0131 F-230

B0 FROM-

(5-12-"22 16

AGE 56yrs F {661) 483-5991 SEEM BY CARLOS ALVAREZ

SEX Male 6001-B TRUXTUM AWE SLITE 220 M. 0.

PRI Rl438906 Bakeisfield, CA %3305 DATE 1201272020
AGE AT DOS 54 yrs
Hot signed

Chief complaint

{Appt time; 230 PM} {Arrival time: 2:34 PMIc/o of wound to right foot

‘l.'ltals forithls en counter
Dz
302 PM
Cesim
W:E.Bnﬂ;,w-_,_ e e
T greer T
" 86bpm
ﬁeslpirréitol’j.l' rate ‘ . V _1__8_gp_l:l';”” o -
o’i‘é;{u;af.’;r;"" [ R 93 % .
__Pal_n | e _5 I -
i rlghtfuot
! BMI e e e e e - e e vﬁaﬁa S -
Boodpressure T T tiersemmeg -

“SUBJECTVE.

54 year old male presentlng to the clinic Wlth /o of wound to right foot, patient reparts mitd n:tramage fmm area, no fever or warm
to kouch. Patient denies any chest pain, no sob, no headache, no cough or any changes in howel movement ar urine.

DBJECTIVE

General Normotensive, in no acute dlstress

Head: Mormocephalic, no lesions

Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly normal
Ears: EAC's clear, Th's normal

Mose: Mucosa narmal, no ohstruckion

Throat: Clear, no exudates, no |esions

Meclk: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs clear, no rales, no rhonchi, no wheezes

Heart: RR, no murmurs, no rubs, na gallops

Abdomen: Soft, no tenderness, no masses, BS normal
Extremities; FROM, no deformities, no edema, no erythema
Baclk: normal, no erythema or swelling,
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T-814 POOBZ/0131 F-230

B0 FROM-

(5-12-"22 16

PLAN

AETE ML LTS D LIRS UL TR L UL T IS B VWL L L ESSINTE,
{#04.9) Encounter for examination and observation for unspecified reason

[Z71.3) DIEEHF}" counseling and surveillance

WDund caie done in ofﬁce

FSBS done in office 230,

Advised to monitor hleed sugars at home.
Injection tolerated well,

Advised to take medication as directed.

Stay hydrated.

Preventative care; diet and exercise reviewed.
Return to office in 1 week for a follow up.

Seen by Carlos A. Afvarez M.D.

MedicationsfPrescription arders attached te encounter:

Ceftilaxone Sodium {cefTRIAXone Sodium) 1 GM Injection Solution Reconstituted Sig: ROCEPHIM 1 GM IM GIVER MOW (M
OFFICE BY MA: JOSE RUG MNDC: 0409-7332-11 LOT# KAZ2074 EXP: 08/2022

Muplrucln 2 % External Cintment Slg 1 application toplcally to affected area 3 times per day for 10 days
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T-814 POOB3/0131 F-230

51 FROM-

(5-12-"22 16

AGE 56 yrs F {661 489-5991
SEX Male

PRM R|438906 Bakersfield, CA 93309

Chief complaint

6001-B TRUXTUN AVE SUITE 220

SEEN BY

DATE
AGEAT DOS
Mot signed

(Appt thne: 1:37 PW) (Arrival time: 1:46 PM)pt here to Fu oninfected surgery waund ma ys

Temperature

1ll.-‘ltals :for'thls encuu nter

CARLOS ALVAREZ
ht. D,

1211072020

54 yrs

12416420
239 PI'I."I

MedicationsPrescription arders attached to encounter:
Acetaminophen {Tylenal Extra Strength} 500 MG Gral Tablet Sig: Take 1 tablet (500 mg) by mauth every 4 hours as needed

Sulfamethoxazole-Trimethoprim {Bac(rlm DSJ B00-160 MG Oral Tablet S|g 1 tablet orally BID far 10 days

Re;,;'.};'téig}';i;' S . 1Bbpm 1
pan - S
‘I;rj.ﬂl’A I - o S 30.79
Bloodpresswe o loweemmbg
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T-814 POOBA/0131 F-230

51 FROM-

(5-12-"22 16

AGE 56 yrs F (661} 489-5931 SEEN BY SHARON VEIODA
SEX Wale 5400 ALDRIN CT FMP
PRA RJ438506 BAKERSFIELD, CA 83313 DATE 1270742020
AGE AT DOS 54 yrs
Mot signed

Chief complaint

(Appt time: 3:45 PM}{Arrival time: 3:29 #M) PT CAO INFECTED SURGHERY WOUND NFBS= 213 MA JFLORES
r Ultals fur th:s encounter

124’0?1’29
3 A4 F‘M

Height 65in

Weight 182.40 b

Temperature 98,10 °F

Pulse 84 bpm
§ Resplrrsltﬂryl rate 18 bpm
' 95 %
| Paln a
) RIGHT FOOT
}.l.u..,.....-l,‘.,. VOO SIS PSP W S S a—— —~—
| BMI 3035
Blund pressure 121{?1 mmHg

SUBJEC‘[W -

54 years oid ma!e patlent W|th a kn oWn hlstor',r of Hyperlensmn Dmbetes Melhtus type 2 Hyperllpldemm patmet prese nt in the for
follow up left foot pain rates %710 in severity, Patient states that Orthopedic refused to see him for follaw up due to non-payment.
Patient also requesting a refill of current medications. Reports tolerating current medications well without adverse reactions or any
ather problems, Patient denies fever/chills, denides rashesfpruritus, denies headachesdizziness, denies cough or SOB, denies chest
pain/palpitations, denies abdaminal pain, no N/AYD, denies any urinary symptoms, denies weakness/mafaise.

Gen N{J rmotensive, acute distress related to infected wound site of rlght font pnst proced ure. oh esity
Head: Hormacephalic, no lesions

Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly normal

Ears: EAC's dear, TM's narmal

Mase: Mucasa normal, no obstruction

Throat: Clear, no exudates, ne lesions

Meck: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs dear, no rales, no rhonchi, no wheezes

Heart: RR, no murmurs, no rubs, no gallops
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T-814 POOBS/0131 F-230

51 FROM-

(5-12-"22 16

(Z76.0) Encounter for issue of repeat prescription

(£68.30) Body mass index [BMI]30.0-20.9, adult

(M79.671} Pain in right foot

{E78.5) Hyperlipidemia, unspecified

{E66.9) Obesity, unspecified

{111,9) Hypertensive heart disease without heart failure

(£11.65] Type 2 dizhetes mellitus with hyperglycemia

{E11.40} Type 2 diabetes mellitus with diabetic neurapathy, unspecified

(551.8014) Unspecified open wound, right lower leg, initial encounter

MFBS finger stick check-in office 213

Keep finger stick log and bring the log to every visit

Check finger stick fasting, 2 hours post-meak and at bedtime- alternate on different days
Fasting sugars should range between 70-120

2 hours post-meal sugars should be < 160

Bectime sugars should be 30-150

Right outer aspect of foot with open wound, pus noted and surrounding site reddened and warm. Site cleaned land D
preformed, Site dressed with Bactroban aintment and xeroform applied with ste rile wrap, RX for dressings seni to

pharmacy. Patient instructed to change dressing every day, Patient instructed to make next appaintment with Dr. Alvarez,

injections administered in office and tolerated well.

advised to take new medications as prescribed

Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

Medication E-scripted to pharmacy

Advised to increase and maintain physical activity for physical and emotional health, as well as improvement of chronic illness
Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low-fat meats such as chicken

Avaid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugarss caffeine drinks

Monitor bloed pressurea at home

Keep Log of blood pressure and bring the log to appointments

Keep SBP <140 and DBP <30

Advised to RTC in ane week or sconer for a follow-up for with Dr. Alvarez for wound care

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Sharon Vejvoda F.N.P under the supervision of Carlos A Alvarez \.D

Medications/Prascription arders attached to encounter:
Baclofen 10 MG Oral Tablet Sig: Take 1 tablet (10 mg) by mouth daily

e man = L A Y e LT
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T-814 POOBT/0131 F-230

b2 FROM-

(5-12-"22 16

AGE 56 yrs F {661} 489-5991 SEEM BY SHAROMN VEWODA
SEX Male 5400 ALDRIN CT FMP
PRN R|43B906 BAKERSFIELD, CA 93313 DATE 1240172020
AGE AT DOS 54 yrs
Mot signed
Chief complaint
{ADpE time: 11;15 AM} {Arrival time: 11:08 AM) pt ffu on hin cfo left eye pain x 1 week also c/o right foot pain fbs= 214 ma jflores
- Vitals for this encounter
12701/20
e 7 11:30 AM
Height, 65 in
Weight 181.40 b
Temperature 58.30°F
Pulse 74 bpm
i Respiratory rate 18 bpm
02 Saturation %8 %
; Pain 6
i right foot
Al 3019
Blood pressure 130/80 mmHg
eRECTNE T -
54 years old male patient with a known history of Hypertension, Diabetes tellitus - fype 2, Hypetlipidemia. patient present in the
clinic far chranic health conditions follow up and patinet compliant of left eye pain rates 8/10 ins severity for ane week, patinet
reparted right foot pain rates &/10 in severity due to left foot fracture, Patient denies feverschills, denies rashes/ pruritus, denies
headachefdizziness, denies cough or SOB, denies chest pain/palpitations, denies abdominal pain, no NAWD, denies any urinary
symptoms.
Head: Normocephalic, no lesions
Eyes: PERRLA, EONP's full, conjunctivae clear, fundi grossly normal
Ears: left EAC's Redness, TM's normak
MNose: Mucosa normal, no ebstruction
Throar: Clear, no exudates, na lesions

Meck: Supple, no masses, no thyromegaly, no hruits
Chest: Lungs clear, ne rales, no rhondi, no wheezes
Heart: RR, no murmurs, no rubs, no gallops
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T-814 POOBS/0131 F-230

b3 FROM-

(5-12-"22 16

W1 a3y RS UGS IS0 L LI STAIT WL UL 11Sa) L I
{€11.65] Type 2 diabetas mellitus with hyperglycemia

fE11.40) Type 2 diabetes mellitus with diabetic neuropathy, unspecified
{S92.911A) Unspecified fracture of right tos(s), initial encounter for closed fracture
(£68.30) Body mass index [BMI]130.0-30.9, adult

{Z02.79 Encounter for issue of other medical certificate

FRBS finger stick check-in office 214
Keep fingar stick log and bring the log to every visit
Check finger stick fasting, 2 hours post-meal and at bedtime- alternate on different days
Fasting sugars should range between 73120
2 hours post-meal sugars shoutd be < 160
Bedtime sugars should be 90-150
A medical certificate is given to the patient from 12/01/2020 to 01/08/2021 and may resume returning to work on 01/09/2020
medical reason
Stat referral nezds te Ophthalmologist for left eye pain
Advised to take new medications as prescribed
Advised to continue current medications as prescribed
Side effects and risks of medications reviewed, Precautions emphasized
hMedication E-scripted to pharmacy
Advised ta increase and maintain physical activity for physical and emotional health, as well as improvement of chronic iliness
Low cark - low sugar - low sodium diet
Diet rich in vegetables and fruit, Low-Tat meats such as chicken
Avold high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food
Advised to increase fluids and stay weli hydrated
Reduce high sugars/ caffeine drinks
Advised to RTC inane month or saoner for a follow-up for evaluation return to work
Advisad follow up with Podiatric 12/09/20
Plan reviewed with the patient. The patient verbalized understanding and agreed

Seon by Sharon Vejvoda F.N.P under the supervision of Carfos A Alvarez M.D

REFERRALS:
George Alexandrakis via Fax

Medicatigns/Prescription orders attached to encounter:
Clopatadine HC {Pataday) 0.1 % Ophthalmic Solution Sig: 1 drop inte affected eye daily
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T-814 POOBI/0131 F-230

b3 FROM-

(5-12-"22 16

AGE 56 yrs F (661) 483-5491 SEEN BY SHARCHY YEWVODA,

SEX hale 5400 ALDRIM CT FMP

PRM R|438906 BAKERSFIELD, CA 93313 DATE 114102020
AGEAT DOS 54 yrs
Mot signed

Chief complaint

(Appt thme: 11:00 Al (Arrival time: 10:46 AM) pt here for possible edd extension nfbs= 1334 ma jf

Ultals for thls encounter 7
S - Mr.u“u__w,uwnu.“ﬁ”mr“w"vvm;;ﬁa;ﬁiﬂ,qvw,v«wquvq
- T AM

_#ﬁ;EE} “““““““ mh“mh“mmm“n_ﬁmmn,i,mﬂ““guh»_M —— U ;éigd]hhmn. ...............
“;g;;;;;;; """""""" o R
ﬁ;ﬁe et e e e ,ﬁhvmwﬁ_wwwquw;éEg%Au,.m“__ o

right hand
e “”_m"wmwmwmwwuﬁggnmmmﬁVWWWm?mT

54 years old male panent with know history of Depression, Anxiety, Inscrminia, Suicidal [deation, right foot with toe fractures Patrent
present in the clinic for evaluatien extension for EDD, patient reported right foot pain rates (10 in severity, Patient denies
fewerfchills, denies rashes/pruritus, denies headache/dizziness, denies cough or SOB, denies chest painfpalpitations, denies
abdominal pain, no NAYD, denies any urinary symptoms, denies weaknessémalaise,

General: Mild hypertensive, in na acute distress. obesity Head: Mormocephalic, no resn:nns

Eyes: PERRLA, EOM's full, conjunctivae dear, fundi grossly normal.

Ears: EAC's clear, TM's narmal.

Mose: Mucesa normal, no obstruction,

Throat: Clear, no exudates, no lesians

Meck: Supple, no masses, no thyromegaly, no hruits Chest: Lungs clear, no rales, no rhonchi, no wheezes
Heart: RR, no murmurs, no rubs, no gallops

Abdamen: Saft, no tenderness, no masses, BS normal

Gl Not examined Back: Normal curvature, no tenderness Neure: Physlological, under the care of psych for majer depression.
Skin: Mormal, no rashes, no lesions noted.

Extrernities: Warm, well perfused, no edema, decrease ROM related to post surgical repair of faot and toe fracture of right
foot. natient wearine a uni-baot.

0050



T-814 POOEO/0131 F-290

b3 FROM-

(5-12-"22 16

ca o e e L St Bl

{E66.9} Obesity, unspedified

(F32.9) Major depressive disorder, single episode, unspecified

(E11.65) Type 2 diabetes mellitus with hyperglycemia

(2794} Long term (current) use of insulin

(E11.40) Type 2 diabetes mellitus with diabetic neuropathy, unspecified
(Z68.31) Body mass index (B} 31.0-31.9, adult

1£76.0] Encounter for issue of repeat prescription

[Z02.79) Encounter far issue of ather medical certificate

(592.911A) Unspecified fracture of right toe(s], initial encounter for closed fracture

WFBS finger stick check-in office 124

keep finger stick log and bring the log to every visit

Check finger stick fasting, 2 hours post-meal and at bedtime- alternate on different days

Fasting sugars should range between 70-120

2 hours post-meal sugars should be < 160

Bedtime sugars should be 90-150

Amedical certificate is given ta the patient from 11/10/2020 to 12/09/2020 and may resume returning to work on 12/10/2020
medical purpose

Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

wedication E-scripted to pharmacy

Advised to increase and maintain physical activity far physical and emotional health, as well as imprevernent of chronic Hiness
Low carky - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low-fat meats such as ¢hicken

Awoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk, Avoid fast foods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

Wlaonitor hlood pressure at home

Keap Log of hlood pressure and bring the log to appaintments

Keep SBP <140 and DBP <50

Patient to follow up with pych for management of major deprassion,

Patient to follow-up with artho for management of post -surgical care,

Adlvised ta RTC in ane month or seoner for a follow-up far HTH

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Sharon Vejveda FN.P under the supervision of Carlos A Afvarez M.0

Medications!Prescription arders attached to encounter:
Fish Oil-Chalecalciferol (Fish Qil + D3) 1200-1000 MG-UNIT Oral Capsule Sig: 1 capsule crally twice a day

Insulin Degludec fTresiba FlexTouch} 200 UNITAWL Subcutaneous Solution Pen-infector Sig: 48units
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056-12-"22 16:54 FROM- T-814 PODET /0131 F-290

5M12/22, 413 PM Patient charl - Patient: JAGOB RAMOS DOB: 04/29/1866 PRN: RJ438906

AL e e e aAA SR FAAD AAAC ATAN 2NADFaRa R0/t nmimans R3/97
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056-12-"22 16:54 FROM-

6M2/22, 413 PM

PATIENT
JACOB RAMOS

poB 04/29/1966

AGE 56 yrs
SEX Male

PRN RJ438906

Chief complaint

T-814  PO0EZ/0131 F-290

Patient chart - Palient; JACOB RAMOS DOB: 04/29/1968 PRN: RJ435906

FACILITY

CARLOS A, ALVAREZ MD., INC

T (661)489-599%
F {661)483-597
2400 ALDRIN CT

BAKERSFIELD, CA 93313

ENCOUNTER
Office Visit
NOTE TYPE
SEEN BY
DATE

AGE AT DOS
Naot signed

S0AP Note

kenneth Redon FNP
10/06/20020

54 yrg

HOSPITAL F/U {Appt time: 9:00 AM) (Arrival time: 8:52 AM) 54 yrs old male patient here to follow-up from Merey hospital discharge due
to low Blood pressure and medications change from the hospital. IFMA

FBS Finger stick check-in office= 158

| Vitals for this encounter

| 10/06/20
i o 9:00 AM
Height

i
i
!

Pain

98 °F

180 Ib

Pulse

Respiratory rate

Q2 Saturation

Ml

jral

Blood pressure

HPI:

54-year old male with Hypertension, Hyperlipidemia, T2DM, Vitamin D, and Qbesity present to the office to follow up on his

Depression, Anxiety, Insomnia, and Suicidal ldeation.

ROSs:

Constitution; Nepative except as mentioned in the HFL
HENT: Negative except as mentioned in the HPI.

Eyes: Negative except as mentioned in the HPI.
Respiratory: Negative except as mentioned in the HPI.
Cardiovascular: Negative except as mentioned in the HPI,

Gl: Negative except as mentioned in the HPIL

Endocrine/Allergy/Heme: Negative except as mentioned in the HPI.
G Negative except as mentioned in the HPIL.

Musc: Negative except as mentioned in the HPL

Skin: Negative except as mentioned in the HPI,
Neurologic: Negative except as mentioned in the HPI,
Psychiatric: Negative except as mentioned in the HPF,

OBJECTNE it g
General: Vital signs stable, pleasant, well-appearing, non-toxic,
HENT: normocephalic, atraumatic, EAC nl, TM intact, aropharynx nl, mucous membranes moist,

non-distressed.

Eyes: PERRLA, EOM intact, conjunctivae clear, Fundi is grossly NL.
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=M12/22, 4:13 PM Patient chart - Patient: JACOB RAMOS DOR: 04/20/1966 PRN: RJ438908

EARS: (+}Right impacted cerumen

Necl: Supple, no masses, no thyromeagaly, no JVD.

Chest: CTA, regular respiratory rate.

Heart: RRR, 517, and 52 noted, No M/R/G,

Abdomeén: Soft, non-distended, non-tender, Normoactive BS.

Back: No CVA or Vertebral tenderness, curvature nl,

Skin; Warm to touch, no rash, no lesions.

Extremities: (+) DROM due to Right foot pain, no deformities, no tenderness, no edema,
Neurologic: CN [I-Xll intact, 5/5 strength, gait nl.

Psych: Alert and oriented X 4. Mood and affect appropriate,

“PLAN

e

I

Diagnoses attached to this encounter:
(E11.65} Type 2 diabetes rmeliitus with hyperglycemia

(E75.00) Pure hypercholesterclemia, unspacified

(148.2) Chronic atrial fibrilfation

(K21.9) Gastro-esophageal reflux disease without esophagitis
(R25.2) Crarmp and spasm

(M12,90) Unspecified osteoarthritis, unspecified site
(M79.671) Pain in right foot

(F32.9) Major depressive disorder, single episede, unspecified
{T14.91XA) Suicide attempt, Initial encounter

(G47.00) Insomnia, unspecified

{G47.00} Insomnia, unspecified

(F41.8) Anxiety disorder, unspecified

g

DC Hydrochlorothiazide 12.5mg , Meloxicam 7.5mg, Alprazolam 1mg.
Sertraline 30mg was increased to 100mg 1 pa g hs.

Advised to take new medications as prescribed

Advisad to continue other current medications as prescribed.

side effects and risks of medications reviewed, Precautions emphasized
Advised to increase and maintain physical activity for physical and emaotional health, as well as improvement of chronic illness
Preventive counseling: Diet and exercise daily for at teast 30 min

Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low-fat meats such as chicken

Avoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food

Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

The patient is to follow-up in 1-2 weeks for evaluation on new meds.

Plan reviewed with the patient, The patient verbalized understanding and agreed

Seen by Kenneth Adrian Reden F.N.P, under the supervision of Carlos A Alvarez M.D
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51222 413 PM

PATIENT

JACOB RAMOS

DOB
AGE
SEX

PRNM

04/29/1966
56 yis

Male
R}438306

T-814  PO0E4/0131 F-290

Patient chart - Patient: JACOB RAMOS DOB: 04/29/1966 PRN: RJ438906

ENCOUNTER
Office Visit

FACILITY

CARLOS A. ALVAREZ MD,, INC
T (667)489-5999 NOTE TYPE
F (661) 483-5991 SEEN BY
5400 ALDRIN CT DATE
BAKERSFIELD, CA 93313 AGEAT DOS

SCOAP Note

kenneth Redon FNP
09/24/2020

54 yrs

Chief complaint

Not signed

(Appt time: 11:00 AM) (Arrival time: 10:46 AM) 54 yrs old male patient here to follow-up on medication change to Alprazelam Tmg 1 po

BID. IFMA
NFBS Finger stick check in office = 174

" Vitals for thiis encounter

Temperature

02 Saturation

Respiratory rate

09/24/20 |
11:56 AM ' i
65 in ;

181.80 Ib

98 °F ;

&7 bpm

12 bpm

Blood pressure

_ SUBJECTIVE

HPI:

95 %
B
o
s mmHg -

S54-year old male with Hypertension, Hyperlipidemia, T2DM, Vitamin D, and Cbesity present to the office to follow up on his
Depression, Anxiety, Insomnia, and Suicidal Ideation. Patient reported that his depressive episodes has impraved a lot since there
was & switch on his medication. Patient's citalopram was discontinued and started on Sertraline 50 mg once daily. Patient stated
that he started doing stuff at home now. He al$o started socializing and has never thought of suicide over the 2 weeks period.

ROS:

Constitution: Negative except a5 mentioned in the HPI,

HENT: Negative except as mentioned in the HPI,

Eyes: Negative except as mentioned in the HPI,

Respiratory; Negative except as mentioned in the HPI,

Cardiovascular: Negative except as mentioned in the HPI,

GIi: Negative except as mentioned in the HPI.

Endocrine/Allergy/Heme; Negative excapt as mentioned in the HPI,

GU: Negative except as mentioned in the HPI.

Musg; Negative except as mentioned in the HPIL

Skin: Negative except as mentioned in the HPI,

Neurologic: Negative except as mentioned in the HPI,
Psychiatric: Negative except as mentioned in the HPI.
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Chest: CTA, regular respiratory rate.

Heart: RRR, S1 and 52 noted, Mo b/R/G,

Ahdomen: Soft, non distended, non tender, Mormoactive BS.
Back: Mo CVA or Yertebral tenderness, curvature nl.

Skin: Warm to touch, ne rash, no lesions.

Extremities: FROM, no deformities, no tenderness, no edema.
Neurologic: CM (I-X1l intact, 5/5 strength, gait nl.

Psych: Alert and oriented X 4. Mood and affect approp riate,

. ASSESSMENT

Diagnoses attached to this encounter:
fE11.65} Type 2 diabetes mellitus with hyperglycemia

{148 2) Chronic atrial fibrillation

[K21.9) Gastro-esophageal reflux disease without esophagitis
{(E55.9) vitamin D deficiency, unspecified

{E65.01} Marbid [severe] obesity due to excess calories
{111.9} Hypertensive heart disease without heart failure
(F32.9) Major depressive disorder, single episode, unspecified
(F41.9) Anxiety disorder, unspecified

{G47.00) Insommia, unspecified

{R45.851) Suicidal ideations

Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

medication E-scriptad to pharmacy

Advised to increase and maintain physical activity for physical and emational health, as well as improvement of chronicillness.
Preventive counsefing: Diet and exercise daily for al least 30 min

Laow carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low fat meats such as chicken

#Avoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foeds, fried foed
Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

The patient is to follow-up in 2 weeks far further evaluation on depression,

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Kenneth Adrian Redon F.N.F, under the supervision of Carlos A Alvarez M.D

Medications/Prescription orders attached to encounter:
Sertratine HCH 50 #G Oral Tahlet Sig: Take 1 tablet {50 mg) by mouth daily at Bedtime,
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6/12/22, 4:13 PM

PATIENT
JACOB RAMOS

T-814  PO0EE/0131 F-290

Patient chart - Patient: JACGB RAMOQS DOB; 04/29/1966 PRN: RJ438906

ENCOUMNTER
Office Visit

FACILITY
CARLOS A. ALVAREZ MD., INC

SDAP Mote

kenneth Redon FNP
09/10/2020 -

b yrs

T (661)489-5999 NOTE TYPE
F (F61)489-5991 SEEN BY
5400 ALDRIN €T DATE
BAKERSFIELD, CA 93313 AGE AT DO5
Mot signed

boB 04/29/1966
AGE 56 yrs

SEX Male

PRN R1438906

Chief complaint

(Appt time: 9:00 AM) (Arrival time: 8:50 AM) 54 yrs old male patient here requesting to extend time off due to a Psy appointment was
re-schedule for 09/29/20, the Patient states he still having suicidal thoughts. The patient has been off from June to 09/10/20.

FBS finger stick check-in office=105

09/10/20 _
10:00 AM

651in

'
e et e e AR s 4 B g

82l

_ S e

e

% Resplramw rate — 18bpm e ;I
tmmdpre o "yt

T 5B o
A 54-year-old patient with Kkriown history of T2DM, INSOMMNIA, HYPERLIPIDEMIA, The patient hete to follow-up and stated he has
not been seen by Psy therapy, they have re-scheduled his appointment once again until the end of next month (09/26/20).
The patient denies any chest pain, no SOB, no dizziness, no headache, o cough, or any changes in bowel movement or urine,

General: Normotensive, (1) Mild acute distress, (+) ahese
Head: Normorephalic, no lesions
Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly narmal
Ears: EAC's clear, TM's narmal
Noese: Mucosa normal, no ohstruction
Throat; Clear, no exudates, no lesions
Neck: Supple, no masses, No thyromegaly, no bruits
Chest: Lungs clear, no rales, na rhonchi, no wheezes
Heart: RR, no murmurs, no rubs, no gallops
Abdomen; Soft, no tenderness, N0 MAassas, BS normal
Back: Normal curvaturg, no tenderness
Extremities; FROM, no deformities, no edema, no erythema

nssaENT

Diagnoses attached to this encounter:
(E11.65) Type 2 diabetes rmellitus with hyperglycemia

(E78.00) Pure hypercholesterolemia, unspecified

s n o teeetine fheNAA2hA-T0CE-4046-32d0-30d92feGaBC/summary Lem7
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{111.9) Hypertensive heart disease without heart fallure
{F32.9} Major depressive disorder, single episode, unspe cified
{T14.91x%A) Suicide atternpt, initial encounter

{G47.00] Insomnia, unspecified

{F41.9) Anxiety disorder, unspecified

Follow-up

OC Citalopram 40mg starting today.
Advised to continue other current medications as prescribed

Advised to take new medications as prescribed

A controlled substance prescription was given to the patient in hand fer Alprazelam 1mg 1 po bid #50/0 refills,
FBS finger stick check-in office=105, Advised to monitar blood sugar at home daily; keeping a log with blood sugar readings.
Advised to bring the log to the next visit, accompanied with the glucometer

Advised to increase and maintain physical activity for physical and amotional heakth, as well as improvement of chronic Tliness

Preventive counseling: Diet and exercise daily for at least 30 min

Law carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low fat meats such as chicken

#woid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

The patient is to follow-up in 2 weeks for further ewaluation on a medication regiment

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Kenneth Adrian Redon F.NP, under the supervision of Carlos A Alvarez .0

#dedications/Prascription orders attached to encounter:
Alprazolam (ALPRAZolam) 1 MG Oral Tahlet Sig: Ta ke 1 tablet {1 mg} by mouth 2 times per day as needed

Encounter Comments:
Prescription given 7/27420. #60. No reflll. by CARLOS A ALVAREZ on OF 2720

Sertraline HCl 50 MG Oral Tablet Sig: Take 1 tablet (50 mg} by mouth daily at Bedtime.
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AGE 56 yrs F {661)489-5991 SEEM BY KEennern #eqocn rvy
SEX Male 5400 ALDRIN CT DATE 0B/17/2020
PRM RJ]438905 BAKERSFIELD, CA 93313 AGE AT DOS S54yrs

Mot signed

Chief complaint
(Appt time: 11:15 Al (Arrival time: 11:03 AM) F/U on anxiety. Patient states he is currently seeing the therapist. MAFaby G

Vltal forthls it__-h counter
. R S — e oa,r;g,rzuf S
4:27 P
HEIghtwy,,m_“wﬁ e e e e
| weight " - T e
pufseik S e _?prfn; S
e T T e
: ;F,’;i.l;.u..__....__m_...“.,,,-,A e . e -
var—“iq S - . S ',"5;5““ S
CWoodpressre | T s e
' left

" SUBJECTIVE .

A S4-year-old patient with a known history of T2DM, INSOMMIA, HYPERLIPKDEMIA. The patient here o follow-up and stated he has
not been seen by Psy therapy, they have re-scheduled his appointment once again until the end of next month (09/26/20).
The patient denies any chest pain, na SOB, no dizziness, no headache, no cough, or any changes in bowel movement or urine.
Generak Vital signs stable. NAD. {+}Obese.
Head: Normocephalic, Atraumatic.
Eyes: PERRLA, ECM's full, conjunctivae clear.
Ears: EAC normal. TR is intact.
Mose: Mucosa narmal, no chstruction.
Throat: Clear, no exudates, no lesions.
Meck: Supple, no masses, no thyromegaly, na bruits.
Chest: CTA, regular respiratory rate,
Heatt: RRR, 51, and 52 noted, No MAR/G,
Abdomen: Soft, non-distended, nan-tender, Normoactive BS.
Back: Mormal curvature, no tenderness.
skin: Mormal. Mo rash, lesions,
Extremities: FROM, no deformities, no edema.
Psych: Alert and oriented X 4. Mood and affect app ropriate.
- ASSESSMENT . ' R
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{F32.9) Major depressive disorder, single episade, unspecified

Advised to continue schedule appointments by Omni-Health (Psych).

Advised to continue current medications as prescrihed.

Side effects and risks of medications reviewed, Frecautions emphasized.

Medication E-scripted to pharmacy

Advised to increase and maintain physical activity for physical and emotional health, as well as improvement of chronic illness.
FBS Finger stick check-in offica= 137, Keep finger stick log and bring the log to every visit

Check finger stick fasting, 2 hours post-meal and at bedtime- alternate on different days

Fasting sugars should range between 70-120

2 hours post-meal sugars should he < 160

Bedtime sugars should he 90-150,

Preventive counseling: DHet and exercise dafly for at l=ast 30 min

Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low fat meats such as chicken

Awoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food
Advised to increase fluids and stay well hydrated ‘
Reduce high sugars/ caffeine drinks

The patient is to follow-up in 2 weeks for further extension for EGO.

Plan reviewed with the patient. The patient verbalized undeistanding and agreed

Seen by Kenneth Adrian Redon F.NLP, under the supervision of Carfos A Alvarez M.D

Medications/Prescription orders attached to encounter:
Apixaban (Eliquis) 5 MG Oral Tabdet Sig: 1 PO BID

Cetirizine HCl 10 MG Gral Tablet Sig: Take 1 tablet {10 mg} by maouth daily
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AGE 56 yrs F {651)489-5931 SEEN BY kenneth Redon FMP
SEX Male 5400 ALDRIM CT DATE OFF232020
PRN RJ438906 BAKERSFIELD, CA 93313 AGE AT DDS 54 yrs
Mot signed
Chief complaint
{(Appt time: 11:00 AM){Arrival time: 10:57 AMIS4 yrs old male patient here to ffu on med increased (Xanax] in the last visit. IFMA
§ Vlta s—fur thls encounter 7
: 07/27/20
1 1:00 AM
Hquht G5in
Weight 181 Ib
Temperature 98 °F
Pu!se 63 bpm
Resmratar}r rate 18 bpm
Qz Saturatlon 93 b
Pain )
Bl 30.1 2
B!ood pressure 114466 mmHg
left
HPI: S4-year old male is here for depression and anxiety fallow up. In addition, patient is also here complaining of coughing, chest
congestion, bilateral ear pain, sore throat, and difficulty swallowing. Patient reported that he hasn't taken any medications or hame
remedy for symptom relief.
ROS: All systems reviewed and are negatwe except those mentmned in HPI
omﬁﬂgmffmvnfv T — - -
General; ¥ital signs stable. Ohese Mlld dlstress nated.
Head: Normocephalic, Atraumatic.
Eyes: PERRLA, EGM's full, pale conjunctiva noted.
Ears: EAC normal. TM intact,
Mose: Turkinates swollen
Throat: Erythermatous pharynx noted, mild tonsilar exudates noted.
Meck: cervical node tenderness noted.

Chest: CTA, ragular respiratory rate.
Heart: RRR, 51 and 52 noted, Mo M/RIG,
Abdomen: Soft, nan distendead, non tender, Mormoactive BS,
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{#19,90) Unspecified ostecarthritis, unspecified site

{E55.9} Vitamin D deficiency, unspecified

{E11.40) Type 2 diabetes melitus with diabetic neuropathy, unspecified
{111.9) Hypertensive heart disease without heart failure

(E78.5) Hyperlipidemia, unspecified

(RO7.0) Pain in throat

(R0%.81) Masal congestian

{H92.03) Ctalgia, bilateral

(f06.9) Acute upper respiratory infection, unspecified

(102,93 Acute pharyngitis, unspecified

Refilt Xanax 1mg 1 po bid prn #6040 refill controlled substance prescription was given to the patient in hand teday.

Advised to take new medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

wadication E-scripted to pharmacy

Increase fluids, rest.

OTC decongestants of choice, pin

Saltwater gargles, ice chips to soothe throat tid.

Steam expectoration is recommended

Please take Tylenol as peeded for headaches and fever. Home quaranting, social distancing, and hand hygtene recommeandad
Please return 1o the clinic in 3 dafs) if not hetter. Call or return to the dlinic sconer if your condition worsens or if you have any
CONCerns,

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Kenneth Adrian Reden F.N.P, under the supervision of Carfos A Alvarez M.

Medications/Prescription orders attached to encounter;
Alprazolam (ALPRAZolam) 1 MG Oral Tablet Sig: Take 1 tablet (1 mg) by mouth 2 times per day as needed
Encounter Comvments:
Prascription given 7/27/20. #60. Mo refill. by CARLOS A ALVAREZ on 07427420

Amaxicillin & Pot Clavulanate (Amaxicillin-Pot Clavulanate) 500-125 MG Oral Tablet Sig: Take 1 tablet (500 mg) by mouth
every 12 hours for 10 days

Chlorhexidine Gluconate {Mouth-Throat) (Chlorhexidine Gluconate) 0.12 % Mouth/Throat Solution 5ig: Take 15 ml swish
and spit twice a day as needed for 7 days

Fluticasone Proplonate (Masal) (Fluticasone Propionated 50 MCG/ACT Masal Suspension Sig: 1 spray intranasally 2 times per
day in each postril for 7 days

0062



T-814 POOT2/0131 F-230

b9 FROM-

(5-12-"22 16

AGE 56 yrs F (661)489-5991 SEEN BY kenneth Redon FNP

SEX Male 5400 ALDRIN CT DATE 07202020
PRN R|438906 BAKERSFIELD, CA 53313 AGE AT DOS 54 yrs
Mot signed
Chief complaint
fAppt time: 11:30 AM) (Arrival time: 10:49 Ak} 54 yrs old male patient here to follow-up t2dm and personal evaluation on depressian .
fbs finger stick 155, ifma
itéi;,fﬁ r this encounter
et 07420420
. ; 11:05 AM
Height 685in
Weight
Temperature 97.50 °F
Pulse 79 bpm
Respiratory rate 18 bpm
(2 Saturation 94 %
r Pain 4]
! Bl 2972
Blood pressure 118/73 mmHg
left

54 yrs old male patient with a known histary of T20M, HTH, HYPERLIPIDEMIA, DEPRES

prablem that have caused him suicidal thaughts.

the patient also reported that he has an upcoming appotintrment with his therapist on july 15but was re-schedule, he was told they
will call him as soon they're open for consultations. He stifl has an upcoming appeinkment with the Psychiatrist an August 11,
Otherwise, the patient described general well-being as good with no further acute camplaints at this time. Denies fever/chilis, denies
rashes/pruritus, denies headachesdizziness, denies cough or SOB, denies chest pain/palpitations, denies abdominal pain, no NAD,

danies any urinary symptoms, denies weakness/malaise.

ROS: Al systems reviewed and are negative except those mentioned in HPL

: QBJECTIVE
General: Mormotensive, in no acute distress.
Head: Normocephalic, no lesions
Eyes: PERRLA, EOM's full, conjunctivae clear, fundi grossly normal
Ears: EAC"s clear, Thi's normal
Mose: Mucosa normal, no obstruction
Throat; Clear, no exudates, nao lesions
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Diagnoses attached to this encounter:
{E11.65) Type 2 diabetes mellitus with hyperglycemia

(£78.00] Pure hypercholesterolemia, unspecified

(K21.9 Gastro-esophageal reflux disease without esophagitis
{R25.2) Cramp and spasm

{E78.6} Lipopratein deficiency

{€£55.9} Vitamin D deficiency, unspecified

(279.4) Long term (current) use of insulin

{111.9) Hypertensive heart disease without heart failure
{F32.9) Major depressive disorder, singie episode, unspecified
{T14.91%4) Suicide attempt, initial encounter

{G47.00) Insamnia, unspecified

(F41.9) Anxiety disarder, unspecified

{R45,851) Suicidal ideations

A controlled substance prescription was given to the patient in hand for Xanax 1mg 1 po bid #60/@refills.
Increased Xanx 0.5mg 1 po q hs to 1mg 1 po bid prn #6040 refills .

Advisad to centinue ather current medications as prescribed.

EDD will he extende until 09/11720 until seen by the psych specialist,

FBS finger stick check-in office= 155, Keep finger stick log and bring log to every visit

Check finger stick fasting, 2 hours post-meal and at hedtime- alternate on different days

Fasting sugars should range between 70-120

2 howrs post-meal sugars should be < 160

Bedtime sugars should be 30-150.

The patient was advised to continue in contact with the psych specialist office for an appointment ASAP.
Advised to increase and maintain physical activity for physical and emotional health, as well as improvement of chronic iliness
Preventive counseling: Diet and exercise daily for at least 30 min

Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low-fat meats such as chicken

Awaid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

The patient is to follow-up in 1 week for further evaluation on medication increased for Xanax.

Plan reviewed with the patient, The patient verbalized understanding and agreed

Seen by Henneth Adrian Redon F.NLP, under the supervision of Carlos A Alvarez M.D
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AGE 56 yrs F {661)489-5991 SEEN BY kenneth Hedon Frer

SEX Male 5400 ALDRIN CT DATE 07/06/2020
PRM R|438%06 BAKERSFELD, CA 93313 AGE AT DOS 54 yrs
Wot signed
Chief complaint
wanits to extend his EDD {Appt time: 11:00 AM) (Arrival time: 10:44 AM) here to follow-up on T2DM regiment . ifma
nfbs finger stick check in office= 190
itals fo itl:'i,isr encounter
' 07/06/20
7 11:37 AM
Height 65in
Weight 179.40 |b
Temperature 97.80 °F
Pulse
Respiratary rate
. 02 Saturation
Pain 0
aml 29.85
Blood pressure 11074 mmHg

HP}: S4-year old male with T2DM, HTH, Hyperlipidemta, GERD, Neuropathy Major depression, anxiety is here far follow up on
depression and medication evaluation. Patient was started on Citalopram 20 mg then the dose adjusted to 40 mg after one waek,
Patient described that depressian has improved. Patient reported that prior to starting on medication, patient doesn't have interest
in talking to other people. Now, he is able to socialize again. In addition, patient also reported that he has an upcoming appointment

with his therapist on July 15 and has an upcoming appointment with the Psychiatriston August 11. Otherwise, patient described
general well-being as good with no further acute complaints at this time. Denies fever/chills, denies rashesfpruritus, denies
headachesdizziness, denies cough or SOB, denies chest pain/palpitations, denies abdorminal pain, ne NAYD, denies any Lrinary
symptams, denies weakness/malaise,
ROS: Al systems reviewed and are negative except those mentioned in HPI,

“G*E.]chnifﬁwﬁ R f et e e o £ e e 1 o e e - -
General: Vital signs stable, NAD.

Head: Mormocephalic, Atraumatic.
Eyes: PERRLA, EOM's fult, canjunciivae clear.
Ears: EAC normal. T intact,
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Hagnoses attached to this encounter:
(148.2] Crronic atrial fibrittation

{K21.9) Gastro-esophageal reflux disease without esophagitis
{F32.9) Major depressive disorder, single episode, unspecified
(ES5.9) Witamin D deficiency, unspecified

{M54.9) Dorsalgia, unspecified

{E78.5) Hyperlipidemia, unspacified

{111.9) Hypertensive heart disease without heart failure
{E11.65) Type 2 diabetes mellitus with hyperglycemia
(768,29} Body mass index (B} 29.0-29.9, adult
{T14.91%4) Suicide attermnpt, initial encourter

MFBS Finger stick check in office= 190, Keep finger stick log and bring log ta every visit
Check finger stick fasting, 2 hours post meal and at bed time- alternate on different days
Fasting sugars should range between 70-120

2 hours post meal sugars should be <160

Bedtime sugars should be 90-150

EKG is ko be done next visit,

Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

Medication E-scripted to pharmacy

Patient is to continue off work unitil 0870420

Advised patient to continue appeintment with psychiatrist.

Advised to increase and maintain physical activity for physical and emotional health, as well as improvement of chrenic illness
Preventive counseling: Diet and exercise dadly for at least 30 min

Lows carb - law sugar - low sodium diet

Diet rich in vegetables and freit, Low fat meats such as chicken

Awaid high saturated fat producks such as beef, park, cheese, butter, and egg yolk. tvoid fast foods, fried food

Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

Patient is to fallow-up in 2 weeks for routine evaluation on depression and anxiety.

Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Kennetft Adrian Redon F.N.P, under the supervision of Carlos A Alvarez M.D

Medications/Prescription orders attached to encounter:
Citalopram Hydrobramide 40 MG Oral Tablet Sig: Take 1 tablet (40 mg) by miouth daily
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AGE 56 yrs F {661)473-1751 SEEN BY MURMA

SEX bdale 8025 PANAMA RD suite A BUENROSTRO np
PRN Rl4385906 Lamont, CA 93241 DATE 062942020
AGE AT DOS 54 yrs
Mot signad
Chief complaint
(Appt tie: 11:00 AM) (Arrival time: 10:57 AM) pt here edd extension due to depression, arudety and insomnia nfshs:97 ma:mm
Vitals for this encounter
: 06/29/20
S 1:24 AM
Height 65 in
Weight 178 b
Temperature 97.10°F
Pulse 73 bpm
Respiratary rate 18 bpm
02 Saturation 98 %
; Pain 4]
BMI 2062
Blood pressure 12273 mmHg
left

54 years ofd male patient with a known histery of Hypertension, Diabetes Mellitus - type 2, Hyper
evaluation on EDD extension due to depression , anxiety, and insomnia, Patlent states depression has impraved but anxiety
cortinues. He reparts has not been able to get appt with psychiatrist through his insurance and has not been following up with his
appt as instructed, he was instructed to schedule appt with psychiatrist asap. HE states has difficult staying asleep but for the most
part sleeping well. Patient denies any suicidal or homicidal ideation. Patient denies any chest pain, any SOB, any dizziness, any
headache, any cough, or any changes n bowel movement or urine.

General: Mormotensive, in no acute distress. averweight
Head: Normocephalic, no lesions

Eyes: PERRLA, EOM's fulk, conjunctivae clear, fundi grossly normal
Ears: EAC's clear, TM's normal

Mose: Mucosa normal, no obstruction

Throat: Clear, no exudates, no lesions

Meck: Supple, no masses, ne thyromegaly, no bruits

Chest; Lungs clear, ne rales, no rhonchi, no wheezes

Heart: RR, no murmurs, no rubs, no gallops
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{F32.9} Major depressive disorder, single episode, unspecified
(F32.9) Major depressive disorder, single episode, unspecified
(G47.00} Insomnda, unspecified

(F41.9) Anxiety disorder, unspecified

Follow-up

(Z68.29) Body mass index (BMI) 29.0-29.9, adult

(E6&.3) Overweight

pt to schedule appt with psychiatrist through his insurance (by the end of the day today)
Extend disabilicy for 6 weeks

ER precautions discussed

Advised to take new medications as prescribed

Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

Medication E-scripted to pharmacy

Freyentive counseling: Biet and exercise daily for at least 30 min

Low carb - low sugar - low sedium diet

Diet rich in vegetables and fruit, Low-fat meats such as chicken

Avaid iigh saturated fat products such as beef, park, cheese, butter, and egg yolk. Avaid fast foods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

Weonitar blood pressure at home

Keep Log of blood pressure and bring the log to appsintments

Keep SBP <140 and DBP <90

A medical certificate is given to the patient from 6/29/2020 to 8/10/2020 and may resume returning to work on 8/11/2020 with no

restrictions or limitations

Advised to RTC in twb weeks ar sooner for a follow-up for edd extension evaluation
Plan reviewed with the patient, The patient verbalized understanding and agreed
Seen by Norma Buenrostro F.N.P under the supervision of Carlos A. Afvarezr M.D.

Medications/Prescription orders attached to encounter:
Baclofen 10 MG Oral Tablet Sig: Take 1 tablet £10 mg) by mouth daily
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5112122, 413 FM Patient chart - Patient: JACOB RAMOS DOB: (4/29/1966 PRN: RJ438906

PATIENT FACILITY ENCOUNTER
JACOB RAMOS LAMONT Office Visit
noB 04/29/1966 T (661)473-1753 MNOTE TYPE SOAP Note
AGE 56 yr= F (661)473-1751 SEEN BY kenneth Redon FNP
SEX Male 8929 PANAMA RD suite A DATE 06/17/2020
PRN RI438906 Lamont, CA 93241 AGE AT DO5 54 yrs
Not signed

Chief complaint
(Appt time: 11:00 AM) (Arrival time: 10;37 AM) pt /o depression X1 manth ma;mm

;jj Vitals for this encounter 5

06/17/20
11:22 AM

! Height

65 in ;

’a
weght | | e
e s

|

!

H

e g R R

H
T

: Respiratory rate 18 bpm

98 %

02 Saturation

Pain Q

74 bpm

£
i
£

=
<A
T

L gm 2962 v

;.‘. P— . TP —
| Blood pressure 125/72 mmHg

Diagnoses attached to this encounter:
(F32.5) Major depressive disorder, single apisode, unspecified

{T14.91%A) Suicide attempt, initial encounter

(110) Essential (primary) hypertension

(Z68,29) Body mass index (BM) 29.0-29.9, adult

{111.9) Hypertensive heart disease without heart failure

(279.4) Long term (current) use of insulin

(E11.40) Type 2 diabetes mellitus with diabetic nheuropathy, unspecified

(E66.3) Overweight

PLAN. . .
Referral needed for psychotherapy . RE: depression and suicidal thoughts
increased Alprazolam from DAILY to BID
Advised to continue current medications as prescribed
side effects and risks of medications reviewad, Precautions emphasized
A controlled substance prescription was given to the patient in hand.

Medication E-seripted to pharmacy

e et o atn At n RN RN TR A A oA RdD-30d9 2feBadc I summary 70197
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Aavised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

Advised to RTC in one week or sconer for a follow-up for anxiety and depress
Plan reviewed with the patient, The patient verbalized understanding and agreed

Seen by Kepneth Adrian Redon F.NP, under the supervisign of Carlos A Alvarez M.D

Medications/Prescription orders attached o encounter:
Alprazolam {ALPRAZolam) 0.5 MG Cral Tablet Sig: Take 1 tablet (0.5 mg) by mouth 2 times per day

Citalopram Hydrobromide 20 MG Oral Tablet
Citalopram Hydrobromide 20 MG Oral Tablet Sig: Take 1 tablet (20 mg) by mouth daily for 7 days
Citalopram Hydrobromide 40 MG Oral Tablet Sig: Take 1 tablet (40 mg) by mouth daily % 30 days START &/24/20
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AGE 56 yTs F {661) 489-5991 SEEM BY kenneth Redan FMP
SEX Male 5400 ALDRIN CT DATE - 0B/08/2020

PRN Rl438506 BAKERSFIELD, CA 93313 AGE AT DOS Sdyrs
Mat signed

Chief complaint
{Appt time: 1500 AM} {Arrival time: 10:57 AM) 54 yrs oid male patient here to follow-up on hypotension meds decrease.

WFBS FINGER STICK CHECK IM QFFICE= 144
The patient also wants to talk to the pravider confidential. [FMA

UE!GB!ZG
! . 11 26 AM

- ORISR

| Height 63In
e | TR
T;m;erau;e«““m“ A EJEEBMFMM“M ;;;
e e
wResp|re.|tvn.)“r5:r;’the’-wmmmww A ST tsbpm

92 Saturatmn Q6 %

Pam ) i3

Bl"u'1| 29, 69

Blood pressure 1 383’?8 mmHg

HS,LEI.;JEG._WE,. e e o e+ AR S A o e Nt 4 8 R AR 8 £ 48 47 7 2y S S ne -

HP{: 54~ ye ar old male is here to follow up after staying at a behavioral center overnight due to unsuccessful suicide attempt. Patient
expressed that due to family issues, he attempted committing suicide. Patient reported that over the past couple weeks, he has bee
depressed and having a lot of anxiety attacks especially at night,

RGOS All systems revlewed and are negatwe exce pt thuse mentloned in HPI,

" DBJECTIVE

General: 1w"tal signs stable

Head: Mormocephalic, Atraumatic.
Eyes: PERRLA, EOM's full, conjunctivae clear,

Ears: EAC norrmal. TM intact.

Mose: Mucosa normal, no obstruction,

Throat: Clear, no exudates, no jesions,

Meck: Supple, no masses, no thyromegaly, no bruits.
Chest: CTA, regular respiratory rate,
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512722, 4:13 PM Patient chart - Patient: JACOB RAMOS DOB: 04/20/1966 PRN: R.J438906
" ASSESSMENT .. - -

i £ {mbim e

Diagnoses attached to this encolnter:
(E11.65) Type 2 diabetes mellitus with hyperglycemia

(E78.00) Pure hypercholesterolemia, unspecified

{148.2) Chronic atrial fiprillation

(K21.9) Gastro-esophageal reflux disease without esophagitis
(M54.9) Dorsalgia, unspecified

(R25.2) Cramp and spasm

(M19.90) Unspecified osteoarthritis, unspecifiad site

(ER7.5) Hyperkalemia

(279.4) Long term (current) use of insulin

(F32.9) Major depressive disorder, single episode, unspecified
(T14.91%A) Suicide attempt, initial encounter L‘

(768.29) Body mass index (BMI) 29.0-29.9, adult

{E66.9) Ohaslity, unspecified

{G47.00) Insomnia, unspecified

MFBS Finger stick check-in office= 144, Advlsed to monitor blpod sugar at home
Advised to bring the log to the next visit, accompanied by a glucometer.

The patient was Referral to Kern Behavioral Health and Recovery services 06/11/20 @ 2 pm. (661)868-8158,

Advised to take new medications as prescribed

Advised to continue current medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

Controllad substance prescription was given to the patient in hand for Alprazelam 0.5mg 1 po at pedtime for insomnia and
anxiety. # 14/0 refills,

Medical certificate given to the patient to be off for 06/08/20 to 07/08/20 may return to work on 07/09/20.

Advised to increase and maintain physical activity far physical and emotional health, as well as improvement of chronic illness
Preventive counseling: Diet and exercise daily for at least 30 min

Low carb - low sugar - law sodium diet

Diet rich in vegetables and fruit, Low-fat meats such as chicken

Avoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food

Advised to increase fluids and stay well hydrated

Raduce high sugars/ caffeine drinks

Plan reviewed with the patient, The patient verbalized understanding and agreed

Seen by Kenneth Adrian Redon F.N.P, under the supervision of Carles A Alvarez M.D

Medications/Prescription orders attached to encounter:
Alprazolam (ALPRAZolam) 0.5 MG Oral Tablet Sig: Take 1 tablet (0.5 mg) by mouth 2 times per day

e i memnatiantehanBeohi)-T0c-4cd6-a2d0-30d9 2feGabedisummary 7397
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AGE 56 yrs F (6561} 489-5901 secw o B P s

SEX Wale 5400 ALDRIN CT DATE 06/01/2020
PRN Rj438906 BAKERSFIELD, CA 93313 AGE AT DDS 54 yrs

Mot signed
Chief complaint

{Appt time: 11:00 AWM (Arrival time: 11 {09 AM) 54 yrs old male patient here to folow-up on T2DM, requesting medications refillss,
patient also complaints of dizziness and mild headache notice low blood pressure at kome x 3 days. 1FMA
per patlent FBS at home 179 this morming .

é_‘-kité!s_'-f@ r'this encounter

05/01720

Temperature

Pulse
| Respiratoryrate
ozsaturaon
Pam e

¢ BMI

i ST S PUNER TR

Blocd pressure

TSUBJECTIVE

HPI:
54-year ofd male with known history of HTN, Hypercholesterclemia, T2DM, Osteoarthritis, A-Fih, present to the office for laboratary

result follow up Patient reported of compliance to medication regimen, diet modification, and exercise, Patient reported tolerating
well the medication and denies any adverse reaction te medication. Patient is also here requesting pain or anti inflamrmatory
injection for his bilateral hand arthritis. Ctherwise, patient states to be doing welkwith no other acute complaints at this time.
Patiert denies fever, chills. NV, appetite changes, denies any chest pain, any SOB, any dizziness, any headache, any cough, or any
changes in howel movement ar urination.

ROS:

Constitution: Megative except as mentianed in the HPL.

HENT: Megative except as mentioned in the HFL,

Eyes: Megative except as mentionad in the HPL

Respiratory: Negative except as mentioned in the HPL
cardiovascular: Negative except as mentioned in the HPL

Gl: Negative except as mentioned in the HPL.
EndocrinefAllergy/Heme: Megative excepi as me ntigned in the HPL.
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EYES] FEKRLA, UM D 1L, LT JUNILUIIVGE LIS, T BEUITy pns s
Ears: EAC's clear, TM's narmal
Nose: Mucosa normal, no obstruction
Throat; Clear, no exudates, no lesions
Meck: Supple, no masses, no thyromegaly, no bruits
Chest; Lungs clear, no rales, no rhonchi, no wheezes
Heart: RR, no murmurs, no rubs, no gallops
Abdomen: Soft, no tenderness, no masses, BS normal
Back: Normal curvature, no tenderness
Skin: Mormal color. Warrm and Dry. Mo rashes, lesions, abrasians.
Extremities:
« BUE: +wrist joint tenderness. + MIP, +PIP joint tenderness. Limited ROM.
+ BLE: Limited ROM.
Psych: Alert and oriented X 4. Mood and affect appropriate to the situation. Ma suicidal thoughts.

Reviewad and discussed labs dated on 05/11/20
« HDL CHOLESTEROL= 27
« ALT=8
« ABSOLUTE EQOSINOPHILS=512
« HEMOGLOBIN A1C=7.3
LRINALYSIS
o GLUCOSE=3+

' ASSESSMENT

Diagnoses attached to this encounter;
{148.2) Chronic atrial fibrillation

{E55.9) Vitamin D deficiency, unspecified

(R25.2) Cramp and spasm

{K21.9) Gastro-esophageal reflux disease without esophagitis
(M19.90) Unspecified ostecarthiitis, unspecified site

{E11.65) Type 2 diabetes mellitus with hyperglycemia

{125,640 Stiffness of unspecified hand, not elsewhere dlassified
(111.9} Hypertensive heart disease without heart failure

{E78.5) Hyperlipidemia, unspecified

{195.9) Hypotension, unspecified

(R42) Dizziness and giddiness

Lab results reviewed with patient and understood
Injections administered in office and tolerated well,
D¢ Rosuvastatin 40mg starting today.

o PR PR SIS P
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Low carb - low sugar - low sodium diet

Dl rich i vegetables and fruit, Low fat meats such as chicken

Avoid high saturated fat products such as beef, park, cheese, butter, and egg yolk. Avoid fast foods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugarsf caffeine drinks.

Plan reviewed with the patient, The patient verbalized unde rstanding and agreed

Seen by Kenneth Adrian Redon F.N.P. under the supervision of Cartos A Alvarez M.D

Medications/Prescription orders attached to encounter:
Hydrachlorothiazide (hydroCHLOROthiazide) 12.5 MG Oral Tablet Sig: Take 1 tablet (12.5 mg} by mouth daify in the
MaOrning

Ketorglac Tromethamine 30 MG/ML Injection Selution Sig: Ketorolac Tromethaming 60mg/2ml 1cc ghven by MA IRRMA
FUENTES ko RUOQ 18 NDC: 47781-585-46 LOT: ADN925 Exp: 09/2021

Metaprelol Succinate (Metoprolol Succinate ER} 25 MG Oral Tablet Extended Release 24 Hour Sig: Take 1 tablet (25 mg) by
mauth daily
Simwvastatin 20 MG Oral Tablet Sig: TAKE 1 TABLET BY MOUTH ONCE DAILY IN THE EVENING

Triamcinolone Acetonide [Kenalog) 40 MGAL Injection Suspension Sig: Triamcinolane 400mg per 10ml Kenalog 40 1cc
given by MA IRMA FUENTES to RUOQ IM MDC: 0703-0245-01 LOT: 799079 Exp=07/2021
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AGE 56 s F {661) 489-5091 SEEN BY Kenmetn Keaon N

SEX Male 5400 ALDRIN CT DATE QS /2020
PRN RJ43B906 BAXERSFIELD, CA 93313 AGE AT DOS 5S4 yrs

Mot signed
Chief complaint

{Appt time: 11:00 AM} {Arrival time: 11:17 AN} 54 yrs old fernale patient here to follow-up an T2DM, requesting medications refill,
Patient also complains of bilateral hands pain. ifma
FBS finger stick check-in office= 119

“Vitals for this encounter- R 7 -
e
e N s
e SR R T
“Respratoryrate R T
‘ozsawraon " T T ww

BILATERAL HAMDS
T S P

HPi:

S4-year old male with known histoiry of HTM, Hypercholesteralemia, T2DM, Ostecarthyitis, A-Fib, present to the office for chranic
health condition follow up. Patient is due far his routine blood work. Patient reported of compliance to medication regimen, diet
medification, and exercise. Patient reported toterating well the medication and denies any adverse reaction to medication. Patient is
also here requesting pain or anti inflammatory infection for his bilateral hand arthritis. Otherwise, patient states to be doing well

with ho ather acute complaints at this time. Patient denies fever, chills. M/, appetite changes, denies any chest pain, any 508, any )

dizziness, any headache, any cough, or any changes in bowel movement or urination.

ROS:

Constitution: Negative except as mentioned in the HPI.
HENT: Megative except as mentioned in the HPI.

Eyes: MNegative except as mentioned in the HPI.
Respiratory: Megative except as mentioned in the HFI,
Cardiovascular; Negative except as mentianed in the HPL.
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General: Normotensive, in no acute distyess,

Head: Mormocephalic, no lesions

Eyes: PERRLA, EQM's full, conjunctivae clear, fundi grossly normal

Ears: EAC's clear, TM's narmal

Mose: Mucosa normal, no obstruction

Throat: Clear, na exudates, no lesions

MNeck: Supple, na masses, no thyromegaly, no bruits

Chest: Lungs clear, no rales, no rhonchi, no wheezes

Heart: RR, no murmurs, no rubs, no gallops

Abdomen: Soft, no tendernass, no masses, BS normal

Back; Wormal curvature, no tenderness

skin: Mormal calor. Warm and Dry. Mo rashes, lesions, abrasions.

Extremities:
« BUE: + wrlst joint tenderness. + MIP, +PIP joint tenderness. Limited ROM.
+ BLE: Limited ROM.

Psych: Alert and oriented ¥ 4, Mood and affect appropriate fo the situation. No suicidal thoughts.

. ASSESSMENT

Diagnoses attached 1o this encounter:
{E78.0071 Pure hypercholesterolemia, unspecified

{111.9 Hypertensive heart disease without heart failure

{E11.65) Type 2 diabetes mellitus with hyperglycemia

(1448.2) Chronic atrial filrillation )

{M19.901 Unspecified ostesarthritis, unspecified site

(M25.640) Stiffness of unspecified hand, nat glsawhere classified
{Z68.31) Body mass index (BMI} 31.0-31.9, adult

(E66.9) Obesity, unspecified

“PLAN. .

FBS finger stick check-in office= 119, Keep finger stick log and bring the log to every visit
Check finger stick fasting, 2 hours post-meat and at bedtime- alternate on different days
fasting sugars should range between 70-120

2 hours post-meal sugars should be < 160

Bedtime sugars should be 53-150

Injections administered in office and taleraied well.

Order labs for LIF, CMP,CBC, TSH,T4 FREEVIT-O, ATC /A MICRO,UsA WYREFLEX TO CULTURE.
Advised to continue current madicatians as prescribed

side effects and risks of medications reviewed, Precautions emphasized

Medication E-scripted to pharmacy

Order fasting lah for

Preventive counseling: Diet and exercise daily for at least 30 min

Low carb - fow sugar - low sodium diet

Diet rich in vegetables and fruit, Low-fat meats such as chicken

el

_a
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¥etarolac Tromethamine 30 MGML Injection Solution SIg: Kt PORDLAL SUFRL IRERIVEN INUDYT I Ll b e b g e
MDC: 72611-725-01 LOT: 202001 £XP: 01/2022

Triamcinolene Acetonide (Kenalog) 40 MGAIL Injection Suspension Sig: Kenalog 43 Toc given b
RUDQ 1M NDC=0703-0245-01 LOT# 343049 Exp=042021

y MA IRMA FUENTES to
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AGE 56 yrs F {6611489-5991 SEEM BY kenneth Redon FNP

SEX Male 5400 ALDRIN CT DATE 013042020
PRN F|438906 BAKERSFIELD, CA 93313 AGE AT DOS 53 yrs

Mot signed
Chief complaint

{Appt time: 11:00 Ad) (Arrival time: 10:49 AM) 53 yis old male patient here to follow-up on upper respiratory infection . IFMA

'\-"Ita|5 for- thls en counter
B om0
m 26 P4
- o 65 5 |7r;m .
Welgm SE e S 19911:7 S
Cemperanre oI e
. PUIS.EWM-.V.,H.-. O U UUY S S —— S ?;bpm S
Cespratoyrate N
| o2Saturation Teew
Pam U U OOV DS SRS — U. e
e el R - S, e
Celocd pressure

SU BjECTI‘u’E

HPI:
53-year old male present ta the office for complaints of nasal congestion. Patient was seen last 01/28720 for acute upper resplratory

infection. Patient was on an antibiotic therapy and patient reported that he feel much better now. He still coughing a litthe bit but not
too much. He is only complaining about nasal congestion which caused him to have difficulty breathing at night when laying down.
Otherwise, patient states to be doing well with no other acute complaints at this time. Patient denies fever, chills. N/, appetite
changes, denies any chest pain, any SOB, any dizziness, or any changes in howel movernent or urine.

RO5:

Constitution; Denies activity change, appetite change, fevers, chills, fatigue, wt change.
HENT: report of nasal congestion.

Eyes: Denies eye pain, eye discharge, eye itching, eye redness, photophobia, vision change.
Respiratory: report of difficulty breathing.

Cardicvascular: Denies chest pain, chest pressure, teg swelling, palpitations.

Gl: Denies abdominal pain, abdominal distention, bloody stools, constipation, diarrhea, nausea, vamiting, poor appetite.
Endacrinesallergy/Heme: Denies cold intolerance, heat intolerance, polyuria, palydipsia,
GU: Drenies dysuria, frequency, urgency, hematuria, flank pain, pefvic pain.

Musc; Denies back pain, neck pain, arthralgias, joint swelling, myalgias, stiffness.

Skin: Denies rash, color change, palior, wound, laceration.
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Ears: EAC's clear, TM's normal

Nose: turbinates swollen. sinus tenderness noted.
Throat: Clear, no exudates, no lesions

Meck: Supple, no masses, no thyromegaly, no bruits

Chest: Lungs clear, no rales, no rhanchi, no wheezes

Heart: RR, no murmurs, na ruls, no gallops

Ahdamen: Soft, no tendearness, no masses, B5 normal
Bacic Mormal curvature, ng tenderness

Extremities: FROM na deform|t|es na edema, no erythema

Diagnoses attached to this encounter:
(R09.81} Masal congestion

{}34.89 Other specified disorders of nose and nasal sinuses
{R51] Head ache
{ET1 65] Tg,rpe 2 diabetes mellitus with hyperglycemla

HFBS Flnger stick check in oﬁ"ce 359 LM @ 10600 am, Ad‘-ﬂsed t0 monitor blood sugar at hﬂme daily; keepmg alop Wlth blood sugar

readings.

Advised to bring log to next visit, accompanied with glucometer.
Advised to take new medications as prescribed

Advised to continue other current medications as.prescribed

Side affects and risks of medications reviewed, Precautions emphasized
Medication E-scripted to pharmacy

Increase fluids, rest,

GTC analgesic, Tylenol, thuprofen pri.

OTC decangestants of choice, prn

Salt water gargles, ice chips to soothe throat tid.

Steam expectoration is recommended

RTC prn ar within 3-5 days if no signs of improvement,

Plan of care discussed with the patient, The patient verbalized understanding and agreeable,

Seen by Kenneth Adrian Redon F.NLF, under the supervision of Carfos A AlvarezM.D

Medications/Prescription arders attached to encounter:
Fluticasone Propionate {Masal) (Fluticasone Propionate) S0 WMCGAACT Nasal Suspension Sig: 1 spray intranasally 2 times per
day in sach nostril for 7 days

Pseudaephedrine HCI [Sudafed 12 Hour 120 MG Oral Tablet Extended Refease 12 Hour Sig: Take 1 tablet (120 mg) by
mouth E‘."El"_'," 12 hours as needed for 7 days
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AGE Sbyrs F (661] 489-5991 SEEN BY kenneth Redon FNP

SEX Male 5400 ALDRIN CT DATE 01/28/2020
PRN RJ438504 BAKERSFIELD, CA 93313 AGE AT DOS 53 yrs

Mot signed
Chief complaint

{Appt time: 11:00 AM} {Arrival time: 10:46 AM) PT HERE FOR C/O COUGH AND BILATERAL EAR PAIN X 3 DAYS FBS 194
JESPANA,

S53-year old male present to the office for complaints of coughing, mild sore throat, bilateral ear pain, and nasal congestion for 3
days. Patient stated he doesn't have any fever, chills, or night sweats. Patient denies taking any medications for symptem refief. Mo
further acute complaint at this time,

RO5:

Constitution: see HPI.
HEMT: see HFIL.

Eyes: Denies eye pain, eye discharge, eye itching, eye redness, photophabta, vision change.

Respiratory: see HPI.

cardiovascular: Denies chest pain, chest prassure, leg swelling, palpitations.

Gl: Denies abdominal pain, ahdominal distention, bloody stools, constipation, diarrhea, nausea, vomiting, poor appetite,
Enctocrine/Allergy/Heme; Denies cold intolerance, heat intolerance, polyuria, polydipsia,

GU: Denies dysuria, frequency, urgency, hematuria, flank pain, pelvic pain,

Musc: Denies hack pain, neck pain, arthralgias, joint swelling. myalgias, stiffness,

skin: Denies rash, color change, paller, wound, laceration.

Weurologlc; Denies weakness, dizziness, headache, numbness, speech problem, fadial weakness, vision change, confusion.

1
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Meck: cervical node tendernass noted.

Chest: + rhonchi

Heart: RR, ne murmurs, no rubs, no gallops

Ahdomen: Soft, no tenderness, na masses, BS normal
Back: Mormal curvature, no tenderness

Extremities: FROM, no deformities, no edema, no erythema

Diagnoses attached to this encounter:
{RO5} Cough
{R09.81) Masal congestion
{RO7 0y Painin throat
(06,9} Acute upper respiratory infection, unspecified
[E11.65) Type 2 diabetes mellitus with hyperglycemia
(110} Essential {primany} hypertension
(E78.00) Pure hypercholesterolemia, unspecified
(Z68.31) Body mass index [BMI} 31.0-31.9, adult
(E66.9] Obesity, unspecified
{H92.03) Ctalgia, bilateral

CPLAN

FBS finger stick check in office 194

Keep finger stick log and bring log to every visit
Check fingar stick fasting, 2 hours post meal and at bed time- alternate on different days

Fasting sugars should range between 70-120

2 hours post meal sugars should be < 160

Bedtime sugars should be 90-150

Injectians administered in office and tolerated well,

Medical certificate given ko patient to return to work fram 012720 to 01/29/20 and may resume to return to wark on $1/30420 with
no restrictions or limitations

Advised to continue current medications as prescribed

Advised to take new medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

Medication E-scripted ta pharmacy

Preventive counseling: Diet and exercise daily for at least 30 min

Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low fat meats such as chicken

Awoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avaid fast foods, fried food

Advised to increase fiuids and stay well hydrated

Reduce high sugars/ caffeine drirks

Manitor blood oressure at hame
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Medicathens/Prescription Orders attacneq o encouncer:

Ceftriaxone Sodium [cefTRIAXene Sodium) 1 GM Injection Selution Recanstituted Sig: Ceftriaxone 1gm given by MA
JACQUELIME ESPANA to LUOQ IM NCD:0409-7332-11 10T=|HH06S Exp=09/2021

Cyanocohalamin 1000 MCGML Injection Solution Sig: Cyanocabalaminicc given by MA JAC QUELINE ESPANA to RUOQ IM
NDC=0143-2619-01 LOT=1705169.1 £xp=10/2021 :

Dexamethasone Sadium Phosphate 10 MG/ML Injection Solution Sig: Daxamethazone Sadium10mg/ml 1cc given by MA
Jacqueline espana to RUOQ IMNDCH 0641-0367-21L0T=025407Exp= 024201

Dextromethorphan-Guaifenesin {Mucinex Db} 30-600 MG Cral Tablet Exte nded Release 12 Hour Sig: 1 tablet orally every
12 hours as needed for 10 days

Sulfamethoxazale-Trimethoprim 400-80 MG Oral Tablet Sig: 1 tablet by maouth BID for 10 days.
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AGE 56 yrs F {661)489-5991 SEEM BY Kenneth Kadon HME

SEX Wale 5400 ALDRIN CT DATE 120442019
PRM RJ438906 BAKERSFIELD, CA 93313 AGE AT DOS 53 wrs
ot signed
Chief complaint
fAppt time: 1015 AM}{Arrival time: 10:43 AM) PT HERE FRO MEDICINE REFIILS AND FOLLOAY UP PHARYNGITIS MNFBS FIMGER STICK
CHECK | OFFICE 88 LM 7 AM JESPANA
' Vitals or_-i:ﬁis'encountér
. 12/04/19
AL 10:51 AR
Height
Waeight
Temperature
Pulse
Respiratory rate
02 Saturation
Pain
[ BMI
i Blood pressure
|
TeumEce
HPI:
53-year old male present ta the office to follow up on his chranic health conditon. Patient has known history of DM, Hyperlipidemia,
HTN, and GERD. Patient is requesting medication refill, In addition, patient is here for complaints of dry cough, sore throat, right ear
discomfort, and nasal congestion, Patient is requesting medication for it. States thathe went to urgent care and he received oral
antibiotic. Otherwise, patient states to be doing well with no other acute complaints at this time. Patient denies fever, chills, MY,
appetite changes, denies any chest pain, any dizziness, any headache, ar any changes in bowe! movement or urine,
Review of Systems:
Constitution: Denies activity change, appetite change, fevers, chills, fatigue, wt change.
HENT: report of sore throat. right ear discomfort. nasal congestion.
Eyes: Denies eye pain, eye discharge, eye itching, eye redness, photophobia, wision change.
Respiratory: report of shortness of breath and wheezing, dry cough.

Cardiovascular: Denies chest pain, chest pressure, leg swelling, palpitations.
Gl: Denies ahdominal pain, abdominal distention, bloady stoals, constipation, diarrhea, nausea, vomiting, poor appetite,

Endocrinefailergy/Heme: Denies cold intolerance, heat intolerance, polyuria, palydipsia.
Gl Denies dysuria, frequency, urgency, hematuria, flank pain, pelvic pain.
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Eyes: PERRLA, EOMI. No icteric sclera or erythema, conjunctivae clear, fundi grossly normal
ENT: right ear EAC slightly erythematous. right TM intact - slightly bulging. + post nasal drip. Erythematous pharynx noted.
+ post nasal drip.

Cardievascular: Regular rate and rhythm. Peripheral pulses intact, Wo murmurs, gallops, or ru bs.

Respiratory: wheezing heard during expiration.

Abdomen: Soft, non-tender, non-distended, Bawel sounds present in 4 abdominal guadrants.
Back: Mo CvhA or vertebral tenderness. Good ROM.

Skin: Morrmal coler. Warm and Dry. Mo rashes, lesions, abrasions.

Extremities: Mon-tender, Mo pedal edema.

Meura: Oriented. Mo gross motor deficits,

Psych: Alert and oriented X 4. Mood and affect appropriate to the situation. No suicidal thoughts,

T ASSESSMENT . -

Diagnoses attached ta this encounter:
{E11.65) Type 2 diahetes mellitus with hyperglycemia

(1+0) Essential (primary) hypertension

(148.2) Chronic atrial fibrillation

{K21.9) Gastro-esephageal reflux disease withqut esophagitis
(E78.00} Pure hypercholesterolemia, unspecified

{J130.9) Allergic rhvinitis, unspecified

{R06.2) Wheezing

(J02.9) Acute pharyngitis, unspecified

(763.32) Body mass index (BMI) 32.0-32.9, adult

(E66.9) Obesity, unspecified

(Z71.3) Dietary counseling and surveillance

{Z04.9) Encoumter for examination and abservation for unspedified reason
{Z76.0) Encounter for issue of repeat prescription

{Z79.4) Lang term {current) use of insulin

“PLAN

WFBS finger stick check in office 88 LM 7 am

Keep finger stick log and bring log to every visit

Check finger stick fasting, 2 hours post meal and at bed time- alternate on different days
Fasting sugars should range between 70-120

2 hours past meal sugars should be < 160

Bedtime sugars should be 90-150

Injections administered in office and tolerated well.

Discontinuous Ranitidine and change it to Famotidine 20mg at bedtime

Advised to take new medications as prescribed

Side effects and risks of medications reviewed, Precautions emphasized

FAndicatiam Eocerimtad Fevnhacmars
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Plan reviewed with the patient. The patient verbalized understanding and agreed

Seen by Kenneth Adrian Redon F.N.F, under the supervision of Caries A Alvarez MDD

Medications/Prescription orders attached to encounter;

albuterst Sulfate {Albuterof Sulfate HFA) 108 {90 Base) MCG/ACT Inhalation Aerosol Solution Sig: 2 puffs inhaled orally one
a day as needed

Apixaban (Eliguis) 5 MG Oral Tablet Sig: 1 PO BID

Ceforiaxane Sodium {cefTRIAXone Sadium) 1 GM Injection Sclution Reconstituted Sig: Ceftriaxane Tmg given by MA
JACQUELINE ESPANA to LUGS IM NCD=0409-7332-1 LOT=8201 0&M Exp=10s2020¢

Cetirizine HCl 10 MG Oral Tablet Sig: Take 1 tablet (10 mg) by mouth daily

Cyanocobalamin 1000 MCGAL Injection Soluticn Sig: CYANQCOBALAMIN 1000 MGAL 1 INJECTIGN ADMINISTERED
RUOS [N OFFICE BY MAzJacqueline espana NDC: 0143962001 LOT: 1705035.1 EXP. /149

bexamethasone Sadium Phosphate 10 MG/ML Injection Solution
Dulaglutide {Trulicity 1.5 MGAD.SML Subcutanecus Solution Pen-injector Sig: 1.5 mg subcutaneously weekly
Famotidine 20 MG Oral Tablet Sig: Take 1 tablet (20 mg) by mouth daily at bedtime

Fluticasane Propionate (Nasal) (Fluticasone Propionate) 50 MCG/ACT Masal Suspension Sig: Inhale 2 sprays (100 mcg) into
nastril daily in each nastril

Insulin Degiudec (Tresiba FlexTouch) 200 UNIT/ML Subcutanecus Selution Pen-injector Sig: 43units
Insulfin Lispro {HumalGa) 100 UNIT/ML subcutaneaus Salution Sig USE SQ 5 UNITS 5G WITH EACH MEAL

Omeprazole 40 MG Oral Capsule Delayed Release Sig: Take 1 ca psule by mouth once daily
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AGE 56 YIS F (561}439-5991 SEEMNEY = L= R R T T

SEX Male 5400 ALDRIN CT DATE 103142019
FRN RJ438906 BAKERSFIELD, CA 03313 AGE AT DOS 53 yrs
Mot signed
Chief complaint
(Appt time: 11:00 AMj) (Arrival time: 12:02 PM) 53 YEARS OLD MALE PATIENT DIABETIC PRESENT IN THE CLINIC COMPLAINT OF S0RE
THROAT, NASAL CONGESTION BILATERAL EAR PAIM, COUGH, CHILLS, HEADACHE ¥ 2 DAYS MFBS finger stick check in office 252 L &
am |ESPANA
Uité_lrs'"ifﬁrifi:ﬁi$ encounter
B 10431419
e 12:20 PM
Height 65.5in
Weight 195.4 b :
Temperature a7.20°F
Pulse 71 bpm
left
Respiratory rate 18 bpm
02 Saturation 95 %
! Pain 6 i
head
Bl 32.02 ;
Blood pressure 138/72 mmHg
§ left

Patient is a $3-year old male present to the office far complaints of headache, nasal congestion, sore throat, chest congestion, fever,
and chills for 2 days, Patient states he hasn't taken any medication to relieve the symptams. Otherwise, he states he is okay.

Reviaw of Systems:

Constitution: report of fever, chills.

HENT: repart of nasal congestion, hilateral ear pain, and headaches.

Eyes: Denies eye pain, eye discharge, eye itching, eye redness, photophabia, vision change.

Respiratory: report of cough, cangestion.

cardiovascular: Denies chest pain, chest pressure, leg swelling, palpitations.

Gi: Denies abdominal pain, abdominal distention, bloody stools, constipation, diarrhea, nausea, vomiting, poor appetite.
EndocrinefAllergy/Heme: Denies cald intolerance, heat intolerance, polyuria, polydipsia.

GU: Denies dysuria, frequency, Urgendcy, hematuria, flank pain, peivic pain.

Musc: Denies back pain, neck pain, arthralgias, joint swelling, myalgias, stifness.

0087



T-814 PODS7/0131 F-230

09 FROM-

(5-12-"22 17

TUASEL ITIELAI D, UFR I LS FFEFLA R e amae o sor == — - == = _
Eyes: PERRL, EOM normal, vision intact, pale conjunctiva noted.

Meck: ROM normal, supple, ng meningismus, Anterlor cervical adenopathy.
cardipvascular: normal rate, regular rhythm, heart sounds normal, ne jud.
Respiratory: Miid crackles heard on kilateral lung bases.

Abdeminal; soft, nontender, bowel sounds normal, no rebound ar guarding, negative Murphy's sign, negative W BUrney's

tenderness.
Back: Mo Cva or vertebral tenderness.
Extremities: Non<tender. No pedal edema.

Neuralogical: alert, ariented »3, CH 11Xl intact, 5/5 strength throughout, normal sensation throughout, normal gait,

Skin: normal color, warm, dry.
Psychiatric: normal affect, judgement normal, no suicidal thoughts.

Diagnoses attached to this encounter:
(E11.65) Type 2 dlabetes mellitus with hyperghcemia

{102.9] Acute pharyngitis, unspecified

{110y Essential (primany) hypertension

{103,903 Acute tonsillitis, unspecified

(148.2) Chronic atrial fibrillation

{K21.9) Gastro-esophageal reflux disease without esophagitis

{R51) Headache

{RO5) Cough

{R68.83) Chills fwithout {ever) .
{H92.03) Otalgia, bilateral

{R09.81) Nasal cangestion

(763.32) Body mass index {BMI) 32.0-32.9, adult

MFBS finger stick check in office 252 LM Gam
Keap finger stick log and bring log to every wisit

Check finger stick fasting, 2 hours post meal and at bed time- alternate on different days
Fasting sugars should range between F0-12Q

2 hours post meal sugars should be < 160

Bedtime sugars should be 30-130

Injections adrinistered in office and tolerated well,

{Rocephin injection 1M ghven. Patient tolerated.

Dexamethasone injection M given, Patient talerated.}

Advised ta continue current medications as prescribed

started on Z-pack. Instructed to take itas directed.
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5222, 413 PM Patient chart - Patient; JACOB RAMOS DOB: 04/29/1966 PRN: RJ438906

Preventive counseling: Diet and exercise daily for at least 30 min

Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low fat meats such as chicken

Avoid igh saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast faods, fried food
Advised to increase fluids and stay well hydrated

Reduce high sugars/ caffeine drinks

Advised to increase oral fluid intake.

Advised to increase rest periad.

Monitor blood pressure at home

Keep Log of blood pressure and bring log to appointments

Keep SEP <140 and DBP <30

Advised to RTC in twa weeks for a follow up pharyngitis

Plan reviewad with the patient. The patient verbalized understanding and agreed

Seen by Kenneth Adrian Redon F.N.FP, under the supervision of Carlos A Alvarez MDD

Medications/Prescription grders attached to encounter:
Ceftriaxone Sodium (cefTRIAXone sadium) 1 GM Injection Solution Reconstituted Sig: ROCEPHIN 1 GM 1M GIVEN NOW IN
OFFICE BY MA: JOSE RUQ NDE; 0409-7332-11 LOT# KA2074 EXP: 08/2022

Daxamethasone Sodium Phosphate 10 MG/ML lnjeétion salution Sig: DEXAMETHASONE 10MG/ML IM GIVEN NOW IN
OFFICE BY MA: Jose LUQ NDC: 1007991 0558950 EXP; FEB2022 LOT: 029407

s e« it st T RLTIAG. A646-8200-30092feBabc/summary aq/e7
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81222, 4:13 FM patient chart - Patient: JACOE RAMOS DOB: (04/20/1966 PPRN: RJ456U0
PATIENT FACILITY ENCOUNTER
JACOB RAMOS CARLOS A. ALVAREZ MD_, INC office Visit
poe 04/29/1966 T (661)489-5999 NQTE TYPE SOAP Note
AGE 56 yrs F(661)489-5991 SEEN BY JOSEPH FRANCISCO
SEX Male 5400 ALDRIN CT FNP-C
PRN (1J438906 BAKERSFIELD, CA 93313 DATE 08/12/2019
AGE AT DO3 53yrs
Not signed
Chief complaint

cefills (Appt time; 12:00 ph) (Arrival time: 11:53 AM) Pt here for F/U T20M HTN c/a painin poth hands jespana NFBS 200 N QOFFICE

ta

1 far this encounter -

‘ . 08M12119
12:02 PM. .

!1 Temperature '
; TR L P e )
! Pulse

Respiratory rate

| 02 saturation

E Pain :
,3 BMI 31.73
:} Blood pressure 129/67 mmHg

53 year old male patient is presented in office today due to left hand painx 1 mo. Patient rates current pain 8 /10, Patlent denies
any chest pain, any SOB, any dizziness, any headache, any cough, ar any changes in bowel movement or urine, patient denies any
chest pain, any 508, any dizziness, any headache, any cough, or any changes in howel movement or urine, ROS negative except as
listed above.

General: Normotensive, in no acute distress. Ohese
Head: Mormocephalic, no lesions
Eyas: PERRLA, EOM's full, conjunctivae clear, fundi grossly normal
Ears; EAC's clear, Ti's pormal
Nose: Mucosd normal, no obstruction
Throat: Clear, na exudates, no lesions
Meck; supple, no masses, NO thyromegaly, no bruits
Chest; Lungs clear, ho rales, na rhonchi, no wheezes
Heart: RR, no murmurs, No rubs, no gallops
abdomen: 5oft, no tenderness, NO Masses, BS normal
Extremities: {+) left hand tenderness with LROM

PP

Diagnoses attached to this encounter:
(110} Essantial {primary) hypertension

e e ke rm.nom;phﬂme2b0-70c5-4cAﬁ—anO-SOdSZfBBchleummary a1/97
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512022, 413 PM Patient chart - Patient: JACOB RAMOS DOB: (4/28/1966 PRN: RJ438906
(148.2) Chronic atrial fibriltation
{R25.2) Cramp and spasm
{M79.642) Pain in left hand
(E11.40} Type 2 diabetes meltitus with diabetic neuropathy, unspecified
(Z62.31) Body mass index (BM1) 31.0-31.9, adult
(E66.9) Obesity, unspecified
(E11,40) Type 2 diabetes mellitus with diabetic neuropathy, unspecified

FBS finger stick check in office 200.
Injections administered in office and tolerated well,

Ordered routine lab tests; CBC, CMP, LIPID PANEL, HA1C, THYROID, UA,

Advised to continue current medications as prescribed

Side affects and risks of medications reviewed, Precautions emphasized

Advised to take new medications as prescribed

Medication E-scripted to pharmacy

Medications prescribed as listed. Indications, benefits, A/E of prescribed medications discussed with patient
Preventive counseling: Diet and exercise

Low carb - fow sugar - low sodium diat

Diet rich in vegetahles and fruit, Low fat meats such as chicken

Exercise daily for at least 30 min

Avoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk, Avoid fast foods, fried food
Advised to increase fluids and stay well hydrated '

Reduce high sugars/ caffeine drinks

RTC in 2 weeks for re-eval, soonet if worsening or for any other health concerns

Plan of care discussed with patient, patient is agreeable and verbalized understanding. Out af clinic in no distress

Seen by Joseph Francisco F.N.P under the supervision of Carlos A. Alvarez M.D.

Madications/Prescription orders attached to encounter:
Baclofen 10 MG Oral Tablat Sig; Take 1 tablet by mouth once daily

Cyanocabalamin 1000 MCG/ML Injection Solution Sig: Cynocobalamin 1,000 MGC/ML iM GIVEN NOW IN OFFICE by MA: Jose

LLIO NDC:0143-9619-01 LOT:1705169. EXP10/2021

r e ARA FASE Aadl AafdAN A AR R e o mimany
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AGE 56 yrs F {661) 489-5991 SEEM BY WICLY I WIALINA T
SEX Male 5400 ALDRIN CT DATE 05/13/2019

FRN Rj438506 BAKERSFELD, CA 83313 AGE AT DOS S3wrs
Mot signed

Chief complaint
{Appk time: 12:15 PM) (Arrival time: 11:56 AM] patientis here for lab results
fshs 170-kmaldonado

é-\ﬂtgls-fdr'thlrsgﬁtountef
m._,_wwmm-w e o e

= 12:14 PM
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2 Tgrsoce
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Cgssatraton T T e
[Pam,, N SO e
: hands
?éié&é'F;;é;;q}!w" T T T et

53 yfo patient int for foliowup on lab results. Patient also reguesting if he can take his meloxicam twice a day instead of once for
hetter pain control, Reports tolerating current medications well without adverse reaction or ary other problems.

H(]EJECTI\.I'EV?U e e e a et £t et e he st mrmmenn o o RS -

GEN: AOX3, afebrile, no signs of distress
EENT: Eyes: PERRL, anicteric sclera; £ARS: EACs clear, TMs intact; NOSE: mucosa hermal, no obstruction; THROAT: dlear, no
pharyngeal erythema

CHEST: lungs clear to auscultation bilaterally

CARDIO: regular rate and rhythm

ABDOMEN: soft, no tenderness, bowel sounds normal

BACK: ng mass, no muscle spasms, mild tharacic and lumbar tenderness, no CYAT

Reviewed and discussed labs dated on 04/22/19,
+ HDL CHOLESTEROL= 3%
+ MAGMESIUM= 2.5
« UREA MITROGEM{BUM)= 37
« BUMNSCREATIMIME RATIOM= 35
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5MZ2i22, 413 PM Patient chart - Patisnt: JAGOB RAMOS DOB; 04/29/1986 PRN: RJ438906

Diagnoses attached to this encounter:
(EB7.5) Hyperkalemis

{Z71.2) Person consulting for explanation of examination or test findings
(E87.5) Hyperkatemia

(E11.65) Type 2 diabetes meliitus with hyperglycemia

(E78.6) Lipoprotein deficiency

(E55.9) Vitamin D defidiency, unspecified

(E83.41) Hypermagnasemia

(Z68,37) Body mass index (BMI) 37.0-37.9, adult

(E66.01) Morhid (severe) abesity due to excess calories

(276.0) Encounter for issue of repeat prescription

e 2 an e e — b

CRLAN. .

FBS finger stick check in office 170.

Lab results reviewed in detail with patient, concerns addressed

Repeat serum potassium and magnesium ordered, hold on magnesium oxide as prescribed

Medications prescribed as listed. Indications, benefits, A/E of prescribed medications discussed with patient
Praventive counseling: Diet and exercise

Low carb - low sugar - low sodium diet

Diet rich in vegetables and fruit, Low fat meats such as chicken

Exercise daily for at least 30 min

Avoid high saturated fat products such as beef, pork, cheese, butter, and egg yolk. Avoid fast foods, fried food
Advised to increase fiuids and stay well hydrated

Reduce high sugars/ caffeine drinks

RTC in 2 weeks for re-eval, sooner if warsening ar for any other health concerns

Plan of care discussed with patient, patient is agreeable and verbalized understanding. Out of elinic in no distress

Seen by Melvin Galinate F.N.P under the supervision of Carlos A. Alvarez M.D.

Medications/Prescription orders attached to encaunter:
Capsaicin 0.025 % External Cream Sig: 1 application topically to affected area 3 times per day as needed

Fish Oil-Cholecalciferol (Fish il + D3} 1200-1000 MG-UNIT Oral Capsule Sig: 1 capsule orally twice 3 day

Melaxicam 7.5 MG Oral Tablet Sig: Take 1 tablet (7.5 mg) by mouth twice a day as needed

mm e c A RARA TAAR ArAB AN ANAGMeR AR Y/ sUMmary

0093

94/97
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512122, 413 PM Patient chart - Patient: JACOB RAMOS DOB: (04/20/1988 PRN: R.J438908

PATIENT FACILITY ENCOUNTER

JACOB RAMOS CARLOS A, ALVAREZ MD., INC Office Visit

noe 04/29/1966 T (861)489-5999 NOTE TYPE SOAP Note

AGE 56 yrs F (661)489-5991 SEEN BY MELVIN GALINATO
SEX Male 5400 ALDRIN CT DATE 04/22/201%

PRN Rj438306 BAKERSFIELD, CA 23313 AGE AT DOS 52 yrs

Not signed
Chief complaint

(Appt time: 12:00 PM) {Arrival time: 12:06 PM) patient is here to establish provider rx refills needed-kmaldonado
fshs 185

5 Vltals for thls encounter :
3 04/22/19 |
‘s 12:37 PM |
? HEIght
Lt et 00 v . e 1 S A5 15t s ) 8 8 - — ———— :
E Weight
E Temperature
E Pulse
; Resplratory rate
f- 02 Saturatlon
‘_ e i 1o B A P PSS RSP PR TP RS SR T e AL AR L8R S s 1
: Paln 1 0 i
i aMI i 3. 79
{ ’t 108/57 mmHg
[ | RIGHT |

52 Vo male in clmlc to estabhsh prowder Patnent hab hlo DM2 W|th penpheral neuropathy, HTN h|gh cholesterol GERD afib, Ieg
cramps and hack pain from arthritis. Denies any acute exacerbation of symptoms,

ROS: Gen: denies fever/chills, no body malaise

SKIM: denias rashes/lesions/pruritus

HEENT: denies headache, denies visual changes/eye pain, no otalgiashearing loss, no rhinerrhea or congestion, no sore throat
RESP: denies cough, no dyspnea/SOB

CARDIAC: denies chest pain/palpitations

Gl; dentes abd pain, no NAV/D, no change in bowel movement

GU: denies urgency/dysuria’hesitancy

MUSC: denies joint pain, no muscle pain

NEURO: denies weakness/numbness, no dizziness/lightheadedness

GEN ADKB afebrile no 5|gns of d|stress

EENT: Eyes: PERRL, anicteric sclera; EARS: EACs clear, TMs intact; NOSE: muedsa normal, no obstruction; THROAT: clear, no
pharyngeal erythema

NECK: supple, no masses, thyroid non-palpable

CHEST: lungs clear to auscultation bilaterally

CARDIO: regular rate and rhythm

ABBOMEN: s0ft, na tenderness, bowel sounds normal

BACK: no mass, no muscle spasms, mild tharacic and lumbar tenderness, full ROM

9a/97
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SH2[22 413 PM Patisnt chart - Patient: JAGOB RAMOS DOB: 04/29/1066 PRN; RJ438006

EXTREM: {+) superfical wound on bilateral anteriar lower legs with scabbing, well perfused, no edema, normal range of maotion,
steady gait

e

Diagnoses attached to this encounter:
(E11.65) Type 2 diabetes mellitus with hyperglycemia

(110) Essential (primary) hypertension

(E78,00) Pure hypercholesterolemia, unspecified

(148.2) Chronic atrial fibriflation

(K21.9) Gastro-esophageal reflux disease without esophagitis

(M54.9} Dorsalgia, unspecified

{R25,2) Cramp and spasm

(M19.90) Unspecified osteoarthritis, unspecified site

{581.801A) Unspecified open wound, right lower teg, initial encounter

{581.802A) Unspecified open waund, left lower leg, initial encounter

(Z00.01} Encounter for general adult medical examination with abnormal findings

(Z68.31) Body mass index (BMI) 31.0-31.9, adult

T

e A 0 A A 8

LABS ardered: CBC, CMP, lipid, A1€, TSH with reflex FT4, Mg, vit D3, vit B12, U/A
Baseline EKG done

Current medications reviewed with patient, Discussed indications, benefits, side effects
Medication E-scripted to pharmacy

RTC in 2 weeks for re-eval, saoner for any other health concerns

Plan of care discussed with patient, patient is agreeable and verbalized understanding. Gut of clinic in no distress

Seen by Melvin Galinato F.NLP under the supervision of Carlos A. Alvarez M.D.
Medications/Prescription orders attached to encounter;
Cetirizine HCl 10 MG Oral Tahlet Sig: Take 1 tablet (10 mg) by mouth daily
Dulaglutide (Truficity) 1.5 MG/0.5ML Sub¢utaneous Solution Pen-injector Sig: 1.5mg subcutaneously weekly

Fluticasone Propionate (Nasal) (Fluticasone Proplonate) 50 MCG/ACT Nasal Suspension Sig: Inhale 2 sprays (100 mcg) into
nostril daily in each nostril

Gabapentin 600 MG Oral Tablet Sig: TAKE 1 TABLET BY MOUTH THREE TIMES DAILY

Glimepiride 4 MG Oral Tablet

Insulin Degludec (Tresiba FlexTouch) 200 UNIT/ML Subcutaneous Solution Pen-injector Sig: 48units
Insulin Lispra (HumaLOG} 100 UNIT/ML Subcutaneous Solution Sig: USE 5Q 5 UNITS S0 WITH EACH MEAL

Magnesium Oxide (Mg Supplement) (MagOx 400) 400 (241.3 Mg) MG Oral Tablet Sig: 1 tablet orally 2 times per day with
food

Metoprolol Succinate (Metoprolol Succinate ER} 25 MG Oral Tablet Extended Release 24 Hour 5ig: Take 1 tablet by meuth
twice daily

Pantoprazale Sodium 40 MG Oral Tablet Delayed Release Sig: Take 1 tablet (40 mg) by mouth daily

Ranitidine HCI (raNITldine HCl) 150 MG Oral Capsule Sig: Take 1 capsule (150 mg) by mouth ghs

Rosuvastatin Calcium 40 MG Oral Tablet Sig: Take 1 tablet (40 mg) by mouth daily

i A AR R AL 4 AR CAdA AAANEAS RO Al e QRIa7
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0B6-12-"22 17:12 FROM- T-814 POT0B/0131 F-290

) ) . ient: JAGOB RAMOS DOE: 04291968 PHRN. rJdaogus _
5112122, 4:13 PM Patient chart - Patient 1o Practice fusion

97197
K Sisummary
e e e mmw#lpﬁcharm,lpa[_igmsIbEO332b0-7005-4046~32(50 30d52fe6abc
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0B6-12-"22 17:13 FROM-

From PAL Modem 14

Tue 2% Jun 2021 02 34:08 PM PUI

uin, ¥

WESTPAC LABS  eavent

RAMS23268

RAMOS, JACOB

T-814  PO106/0131 F-290

Fauw L our 4

TIME: 11:30

DATE COLLEGTED: 06/29/2021
DATE REGEIVED: 06/25/2021
(5ATE REPORTED: 08/20/202114:10

PAL-BA YERSEIELD 0.0 B 01729/1966 AGE: Ba,h CLIENT #: 2B48
A Bondbn Manihars Compsny SPEC 42 ASDB136G GUENT NAME
PATIENT FHONE: G61.346-83%% Ctimal Home Heallth
AT, PHYS.. ALVALEZ CARLOS A, MD 1217 Chester Ave
THRECT R Hakersdictd, CA #3304
Zotigin Nagerrimyoke, MO Frey) BARN:
GIFLOMATE AMERICAN BOARD OF PATHOLUGY CHART#:
50 24h Bener HatiptBhiald, 104 93333 STATUS:
(BN ERnAves  FREE)3dEEE3
TEST REQUESTED TEST RESILTS ABNORMALFLAG URITS REFERENCE RANGE LAR

Reprinted On’ DB/2H2021 1420

Comp Melabolic Panel

Sodiunm
Potassivm
Chibride
Carbon Diokide
-Anion Gap
Glucose

Bloed Urea Nitrogen (BUN)

Creatining

~BUN/Creatining Ratio

GER African American

-GF K Non-African American

CGalcium

Brotein Total

Albumin

-Globulin
-Aibumin/Globulin Ratio
ALT (BGPT)

AST {SGOT)

Alkzling Phosphatase
Bilirubin Tolal

CBC w! Auto Difl

WEC

zioi

Hemoglobin
Hematocrt

MGV

MCH

MGHG

Red Cell Digl. Widib
Mean Diatelel Volume
Piatelet Count
Neutrophils %
Lymphaocyles %
Monocyles %
Eosinophils %
Basophils %

141
4.2

21
1

k<]

21
123

Doy o Opliorware

ONTTE midmindl. Timm2
Note) SFR value now derived from CRD-EFL sguation.

106
8.4
7.9
4.4
35
1.3

12

0.2

83

4 83
133
44.0
gt
28.8
316

10.2
246
7.0

8.2
23
07

Copy Ta
mEg/L 135-146
mEgl. 3554
109 H mEg/t 85-107
mEgiL 19-31
mEaiL 7.0:17.0
137 H mgidL 709G
mopdl 6-20
07 L mgidL 0814
Ratiar a-28
UOM =B
HOM »=60
ragidl B.5-10.5
g/dL 6.1-8.3
g/dL 3552
graldl 2037
Ralio 1.0-28
=5 L L 5-50
(B8 9-50
184 H UL 369-118
migidl <1.3
1000/ emim 3.5-100
rvit fomm 4.30-5.90
gm/di 135-17.5
% 40.0-53.0
il £20.0-100.0
Pg 26.0-34.0
gm/d 310-370
153 H % 11.5-14 5
ft 7.4-11.9
1000/cmm 180-450
Yo 40.0-74.0
17 .8 L. Yo 19.0-468.0
%o 20-12.0
2% 0.0-7.0
A 0.0-20
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0B6-12-"22 17:13 FROM-

Fru FAL madamn 1s

' ULD &
WESTPAC LABS PATIENT:
PAL-BAKERSFIFLD .08

SFGAlE Hoaaltnoarg O hmp gy SPEC #:

fue L4 Jun JU2L 02:34:08 PM POT

RAMSZ3268

RAMUIS, JACOR
Q474971956
AIR1365

AGE: 55,M

T-814  POT1G7/0131 F-290

Page 2 of 2
TIME: 1190
DATE COLLECTED: 0&/2%/2021
DATE RECEIVED: 08/20/20M
DATE REPORTED: 08/28/2021 1410

CLIENT #: Z848
CLIENT NAME:

PATIENT PHONE: 661-348 8355 Lyienat Horme Healh
ATT. PHYS.. ALVAREZ CARLOS A D 1247 Chestar Avg
THECTOR Bakersticld, CA 9330
lEn Nagymaniek, MBSO HaN:
APLOMATE AMECAN SOARD OF PATHOLODY CHARTA:
h Elraet Dakeralieny, A 33300 STATUS:
MY XEE-DS FANBE T FEY R8T
TEST REQUEBTED TEST RESULYTS ABNORMALFLAG UNITS REFERENCE RANGE LAR
Copy To: Optioncare
Cogy To
Neutrophils Absolute 59 1000/cmm 1.60-7.00
Lymphe Absolute 15 1000/cmm Q.90-3.50
Monos Absolute 0.7 1600/mm 0.10-1.10
Eosinophils Absolute 0.2 1000/ervm £.00-0.80
‘Hasophils Absotute 0.1 1000/cmm 0.00-0.30
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0B6-12-"22 17:13 FROM-

[RUR TR TR T AV IR e o o —w u

w10 4 BAMB23268

W E S T PA (’_‘: L A B S PATIENT; BAMOS, JACOB

PalL-BAKERSFIELD 0.0.B.; 44201966 AGE: 55M
SPEC # A TIA01

PATIENT PHONE. 661:348-8356
ATY. PHYS.. ALVAREZ CARLDS A MD

A Baate Hagithopex Codnpsny

iEdron

i Bagpranytn, MO P00 WMAN:
VECMATE AMERIGRN BOARD OF HATROLESY CHARTH:
3t Girgst Bakeritiod, CA 53300 STATUE: STAT

PDARETas  Fanfl l SiveL 1Ry

T-814  PO108/0131 F-290

TIME: 12:25
DATE COLEECTED: 07/20:2021
DATE RECEIVED. 07/20/2001
DATE REPORTEQ: 07/20/2021 15:35

CLIENT #: 2842
CLIENT NAME:
Ciptirma Home Heatin
1227 Chesler Ave
Bakeisliod, CA $3501

TEST REGUESTED TEST RESULTS ABNOHMALIFLAG LNITS REFERENGE RANGE LAL
Copy To

Reptinted On: 07/21/2021 06,30 Gopy To: DR ALVAREZ

Comp Metabiolic Panel
Sodjum 145 mEl, 135-146
Potassium 51 mEg/l 35854
Chioride 104 mEa/L 85107
Carbon Digxide 30 mEg/L 19-31
-Anion Gap 11 mEqg/L 7.0-17.6
Glucose 125 H mgfdl, 70-99

ADA DESICNATES FBE RANGE P 3101--1I5 AS PREDIABETIC
Bload Urea MNitrogen {BUN) 13 mgfdL §-20
Creatinine 0.8 mgfdL 0.8-14
BUN/Creatinine Ratio 1% Ratio 9-z28
-GF & Alrican Amefican 116 UOM =60
UNITE ml min/I. im0
Note: OUR walue now derived from CKD-ERI eguation.

GER Non-African American 101 AI0OM w=80
Galcium 10.0 mgfdl 8.510.5
Protein Total 78 g/di 6.1-8.3
Atbunin 4.5 gldl, 3682
~Globulin a3 gm/di 206-37
-Albumin/Glebulin Ratio 14 Ratio 1.0-2.6
ALT (3GPT) =5 L L 5-50
AST (8GOT) 12 UA, 9-50
Alkaling Phosphatase 166 H Uik 39118
Bilirubin Total 0.2 mgrdL <13

LBC w Auto Ditf
WBC 8.2 1000/ cm 25100
RBC 498 mil.fcmm 4.30-5 90
Hemoglobin 14.0 grvel 13.5-17.5
Hemataerit 44.1 Y 40.0-53.0
MoV 386 ft 80.0-100.0
MCH 281 pg 26.0-34.0
MCHGC KA gmidt 31.0-37.0
Fed Cell Dist. Width 14.8 H % 11.5-14.5
Mean Plateler Volume a7 f 74-11.9
‘Platelet Court 328 1000/crnm  150-450
‘Neutrophils % 708 Yo 40.0-74 0
Lymphacyles % 14.9 L % 19.0-48.0
Monocytes % 89 Yo 20-12.0
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0B6-12-"22 17:13 FROM-

- narrnee aa WOW Ll JUE gL

wip. @

1 voi3suiao AM FLI

: RAMS23288

WESTPAC LABS oo

AAMOS, JACOR

Q4281966 AGE: 55,M
A3174804

§61-348-8955

ALVAREZ CARLOS &, M

PAL-BAKERSFIELD D.0.8.
£ Fonin He ot hoss [ o3 S YT PR SPECH:
PATIENT PHONE:
ATT.PHYS

HRELETOR
idtan Nagymaoydhi #4080 & M#N:
IPCOMATE AMERIZAN SOARL GF PATHOLOSY CHARTA:
GFRN Shaor Bekereteh, OA $1301 STATUS

FEY Tes-07nn  FRee ) 137063

D HTATY

T-814  PO109/0131 F-290

Page 2 of 2
TIME: 1225

DATE COLLECTED: ow/20/2021
DATE RECEIVED: 07/20/2021
DATE REPORTED: 0%26/2021 1535

CLIENT #: 2848
CLIENT NAME:
Crolim gt Foine Healih
1227 Chester Ave
Bakeogtishd, CA 53304

UNITS REFERENCE RANGE

TEST REQUESTED TEST RESULTS ABNCRMALFLAG LAR

Geipy To:
Copy To. DIR. ALVAREZ

Eosinophils % 39 % 0.0-70

Hasophils % 13 % co-20

Neutrophils Absalute 5.8 100%cmm  1.50-7.00

Lymphs Abiolule 1.2 1000/emm 0.90-3 50

Monos Absoluts 07 1000/emm 0.10-1.40

Eosinophils Absolule 0.3 1000/emm Q.00-0.80

Basophils Absofute 01 1000/cmm 0.00-0.30
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0B6-12-"22 17:14 FROM- T-814  POT10/0131 F-290
To: “CARLDS ALVAREZ MD” From: Stockdale Radiology Pages: 1

o9
&
..w.'.'- ) |
™
s tO kdale 4000 Empire Drive, Suite 100, Bakersfield, CA 93309
e ear WRADIOLOGY Phone (661) 631-8000 Fax (661) 631-8005
e -‘ ; . w_ww.stgm;]ernd.ggm
Patient name: RAMOS, JACOR Patent [I»; 321399
Patient DOB: 29-Apr-1966 Date of exam: 03-Feb-2021 01:00:00 PM
Gender: M Acc #: 843969 Referring Physician: ALVAREZ, CARLOS
MDD

EXAMINATION: RIGHT FOOT, 2 VIEWS
HISTORY: Right foot pain. Prior right foot surgery.

TECHNIQUE: AP and lateral views of the right foot. No prior study is available for
comparison.

FINDINGS: Post-surgical changes are identified in the fifth metatarsal bone. Plate and screws
are identified. Mild tarsometatarsal joint arthritis is identified.

IMPRESSION:

1. Post-surgical changes are identified in the fifth metatarsal bone. Plate and screws are
identified.
2. Mild degenerative changes of the tarsometatarsal joint are identified.

Thank you for the courtesy of this referral.

Reading Physician; IRUVURL, SIREESHA
PID: 93309
Transcribed: KITE, PAM

Electronically Signed by IRUVURI, SIREESHA
at 2/8/2021 12:00:53 PM

Gabriel Gelves, DO Carol Ann Browning, MDD DﬂVld b“ldl, DO
Diplemate, American Osteapathic Boand of Radlology Dip , American Boand of Radiology Diiplornat P Boerd of fadiclogy
Pellowship tmiined ME) F:Ilownlup trained in Pediawric and Wornen's Imeger Fellowxh)p umined in Women's linaper
Roel Galope, DO Viken Manjikian, MD Edward lulinno, DO
Diplamate, American Onteopatihic Board of Rudiology Diplomate, Americon Bowrd of Rediology Dipl American Osteopathic Board of Radiclogy
Fellowship treined in Newro, Body, and MEK MR( Fellowship trained in Vascular, Invcrventional and Fellowship trainsd Neueoradiology
MRJ
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0B6-12-"22 17:14 FROM-

5/12/22, 4115 PM

Lab Results for RAMOQS, JACOB (Male, 04/29/1966 )

Laboratary

Name; Quest Diagnostics (QDRT)

Fatient information

Coflection:
Order #;

T-814  POT11/0131 F-290

RAMOS, JACOE 04/26/1966 Order #ENG2834%)

06/14/2021 01:20 pm
ENG28349

Accession #: EN628349]

Requesting Provider

baa Dractice fusion

Patient ID; RJ438%06 Name: CARLOS A ALVAREZ
Mobitea: 661-439-0403
Address: 3805 LA TONIA CT.
Bakersfield, CA 93313
Attachments
attachment1
attachment1
attachmenti
attachment?
Vendor note; FASTING;YES
FASTING; YES
LIPID PANEL WITH REFLEX TO DIRECT LDL
. Obsgivations il | Regiilt | Reference /UoM..  DatefStatus
CHOLESTEROL, TOTAL 67 <200 mg/dL 06/15/2021 08;10 pm
HDL CHOLESTEROL ! ® 2 = OR = 40 mg/dL 06/15/2021 08:10 pm
Below low normal
TRIGLYCERIPES ? 135 <150 mg/dl 06/15/2021 08;10 pm
LDL-CHOLESTEROQL ! 24 mg/dL {calc) 06/15/2021 08;10 pm

Vendor note: Reference range: <100

with = or = 2 CHD risk factors.

catimation of LDL-C.
Martin 55 et al. JAMA, 2013;310(19): 2061-2068

Desirable rﬁnge <100 mg/dL for primary prévention;
<70 mgidL for patients with CI1D or digbetic patients

LDIL-C is now calculated nsing the Martin-Hopking
calculation, which i5 2 validated novel method providing
better accuracy than the Friedewald equation in the

(http://education.QuestDiagnostics.com/fag/FAQ 164 (hitp:/feducation QuestDiagnosties. com/Fag/FAQ164))

CHOL/HDLC RATIO! 3.2

<5,0(calc)

06/15/2021 0810 pm

NON HDL CHOLESTEROL? 46

<130 mg/dL {calg)

06/15/2021 08:10 pm

{LDL-C of <70 mg/dL) iz considered a therapeutic
option.

Vendor nota; For patients with diabetes ping 1 major ASCVD risk
factor, treating to a non-HDL-C goal of <100 mg/dL

ALBUMIN, RANDOM URINE W/CREATININE

0| Resiitt

'Reference /YoM .

Date/Status

CREATININE, RANDOM URINE ' | 59

20-320 mg/dL

06/15/2021 08:10 pm

ALBUMIN, URINE ' 95

See Note: mg/dL

06/15/2021 08110 pm

[ .,

0102
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0B6-12-"22 17:14 FROM-

51222, 415 PM

T-814  PO112/0131 F-290

RAMOS, JACOE 04/29/1966 Order #ENG28349)

- Obseriations

- Resuit

T Reference [N .. " .| Dateistatus . |

Vendor note: Reference Range:

Reference Range
Not cstablished

ALBUMIN/CREATININE RATIO, *161

RANDOM URINE *

<30 meg/mg creat
Abave high normal

06/15/2021 08110 pm

Vendar note:
The ADA defines abnormalities in albumin
excretion as follows:

Category Result (meg/my creatinine)
Marmal <30

Migroalbuminuria 30-2499
Clinical albuminuria > QR =300

The ADA recommends that at least two of three

abnormal before considering a patient to be
within a diagnostic category.

spe¢imens collected within a 3-6 month period be

COMPREHENSIVE METABOLIC PANEL

- Obséivatians Resu

.Reférence/UaM.i.. . '

| patesstatus .

GLUCOSE 1 ® 180

65-99 mg/dl
Abave high normal

06/15/2021 Q8:10 pm

Vendor note:
Fasting reference interval

For someonc without known diabetes, a glucose
value =125 mg/dL indicates that they may have
diabetes and this should be confirmed with a
follow-up test,

UREA NITROGEN (BLIN) ' 17

7.25 mg/dL

06/15/2021 08:10 pm

CREATININE 1 0.84

0,70-1.33 mg/dL

06/15/2021 08:10 pm

Vendor note; For patients »49 years of age, the reference limit

identified as African-American.

[or Creatinine is approximately 13% higher lor pcople

eGFR NON-AFR. AMERICAN ' 99 = OR = 60 mL/min/1.73m2 06/15/2021 08;10 pm
aGFR AFRICAN AMERICAN’ 114 = OR = 60 mL/min/1.73m2 06/15/2021 08:10 pm
BUN/CREATININE RATIO ! NOT 6-22 (calc) 06/15/2021 0810 pm
APPLICABLE
SODIUM 140 135-146 mmol/L 06/15/2021 08110 pm
POTASSIUM " 4.6 3.5-5.3 mmol/L 06/15/2021 08:10 pm
CHLORIDE' 109 98-110 mmol/L 06/15/2021 08:10 pm
CARBON DIOXIDE? 21 20-32 mmol/L 08/15/2021 08:10 pm
CALCIUM ! 9.7 2.6-10.3 mg/aL 06/15/2021 08:10 pm
PROTEIN, TOTAL? 7.9 6.1-8.1 g/dL 06/15/2021 08:10 pm
ALBUMIN 4.0 3.6-5.1 g/dL 06/15/2021 08:10 pm
GLOBLULIN Y ®39 1.9-3.7 g/dL (calc) 06/15/2021 08:10 pm
Above high normal
ALBUMIN/GLOBULIN RATIO 1.0 1.0-2.5 {calc) 06/15/2021 0810 pm
BILIRUBIN, TOTAL" 0.3 0.2-1.2 mg/dL 06/15/2021 08:10 pm_ |
ALKALINE PHOSPHATASE? ® 153 35-144 U/L 06/15/2021 08:10 pm
Above high normal

0103
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056-12-"22 17:15 FROM-

5H2/22, 4:15 PM

T-814  PO113/0131 F-290

RAMOS, JACOS 04/29/1986 Urder #EN628349J

ﬂhﬁ!‘ ations T Reference s UoM ;- T patefStatus o

AST! 10-35 U/L 06/15/2021 08:10 pm

ALT' 9-46 /L 06/15/2021 08:10 pm
L. Below low normal

PARTIAL THROMBOPLASTIN TIME, ACTIVATED

- Observal

TReferance FUOM . - 1 L

“Date/Status’

PARTIAL THROMBO PLASTI N
TIME, ACTIVATED

23-32 sec

06/15/2021 08:10 pm

Vendor note:

L.

“Thiz test has not been validated for monitoring
unfractionated heparin therapy. For testing that
is validated for this type of therapy, please refar
ta the Heparin Anti-Xa assay (test codé 30292).

For additianal information, please refer to

http://cducation,QuestDingnnsiics.conﬂfaq/FAQ 139 (http;IIeducation.QuestDiagnoslics.comlfaquAQ 159)

(This ¥ink is being provided for
informational/educational purposes anty.)

URINALYSIS COMPLETE

| Qbservations

| Restlt

“Reference / UoM

[ Datarstatus -

COLOR?

YELLOW

YELLOW

06/15/2021 08:10 pm

| Vendor note:

The preferred specimen for urinalysis is urine

preserved using a Quest standard uring preser valive
tube (yellow capped, blue band) that may be obtained

from your Quest Diagnostics supplier.
Pleasc review results with caution. Urinalysis

testing on unpreserved uring may produce alteration

of chemical constituents and deterioration of formed

elements.
APPEARANCE " CLEAR CLEAR 06/15/2021 08:10 pm
SPECIFIC GRAVITY? ® 1.045 1.001-1.035 06/15/2021 08:10 pm
Above high normal
PH? 5.5 5.0-8.0 06/15/2021 0810 pm
GLUCOSE! ® 3+ NEGATIVE 06/15/202% 08:10 pm
Abnormal (applies to pon-numeric resuits) ]
BILIRUBIN? NEGATIVE NEGATIVE 06/15/2021 08:10 pin
KETONES ' NEGATIVE NEGATIVE 06/15/2021 08110 pm
OCCULT BLOOD ! NEGATIVE NEGATIVE 06/16/2021 08110 pm
PROTEIN? &+ NEGATIVE 06/15/2021 08:10 pm
Abnormal (applies to hon-nuimeric results) ]
NITRITE ? NEGATIVE NEGATIVE 06/15/2021 0R:10 pm
LEUKOCYTE ESTERASE ! NEGATIVE NEGATIVE 06/15/2021 0810 pm
wpB(! MONE SEEN = QR =5/HPF 06/15/2021 08:10 pm
RBCT NOME SEEN < QR =2 /HPF 06/15/2021 08:10 pm
SQUAMOUS EPITHEL'AL CELLS' NONE SEEN < QR =5 /HPF 06/15/2021 08:10 pm
BACTERIA? MONE SEEN NOME SEEN /HPF 06/15/2021 08:10 pm
HYALINE CAST? NCNE SEEN NOME SEEN /LPF 06/15/2021 08:10 pm
CBC (!NCLUDES D|FFIPLT)
[ Observ T [Reswiy: Uy ‘Reference /UoM " " Date/Status
WHITE BLOOD CELL COUNT 1 ®11.3 3,8-10.8 Thousand/ul 06/15/2021 08:10 pm
Above high normal

et tim ot el HHRE Iehartshatianie/be03e 2b0-7065-4

0104
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056-12-"22 17:15 FROM-

5/12/22, 4:15 FM

T-814

POT14/0131 F-230

RAMOS, JACOB 04/29/1986 Order #ENG28349)

i

R Referencey UoM_ ©. T Datsistatus *
RED BLOOD CELL COUNT? 4.20-5.80 Million/uL 06/15/2021 08:10 pm
HEMOGLOBIN ! 13.2-17.1 g/dL 06/15/2021 08:10 pm
HEMATOCRIT ! 38.5-50.0 % 06/15/2021 08:10 pm
MCV 20.0-100,0 fL 06/15/2021 0810 pm
MCH 27.0-330 pg 06/15/2021 08:10 pm
MCHC ! 32.0-36.0 g/dL 06/15/2021 08:10 prm
ROW 1 11.0-15.0% 06/15/2021 0810 pm
PLATELET COUNT 1 140-400 Thousand/ul. 06/15/2021 08.10 pm
MPY 1 7.5-1351L 06/15/2021 0810 prn

ABSOLUTE NEUTROPHILS 1

1500-7800 cells/ul.
Above high normal

06/15/2021 G8;10 prm

ABSOLUTE LYMPHOCYTES ? 1661 850-3900 cells/ul, 06/15/2021 08;10 pm
ABSOLUTE MONOCYTES 1 723 200-950 cells/ul 06/15/2021 G8:10 pm
ABSOLUTE EQSINGPHILS " 305 15-500 cells/uL 06/15/2021 08:10 pm
ABSQLUTE BASOPHILS 1 124 0-200 celis/ul 06/15/2021 08:10 pm
ABSOLUTE NUCLEATED RBC* 0 0 cells/ul 06/15/2021 08:10 pm
NEUTROPHILS 751 % 06/15/2021 0810 pm
LYMPHOCYTES ! 14.7 % 06/15/2021 08;10 pm
MONOCYTES 1 6.4 % 06/15/2021 08:10 pm
EQSINQPHILS ! 27 % 06/15/2021 08:10 pm
BASOPHILS? 1.1 % 06/15/2021 08:10 pm
PROTHROMEIN TIME-INR
Obigeryations - Résult - Reference/UoM 0 - | patersstatas- -
INR1 1.0 06/15/2021 08:10 pm
vendor note: Reference Range 0.9-1.1
Moderate-intensity Warfarin Therapy 2.0-3.0
Higher-intensity Warfarin Therapy  3.0-4.0
PT1 | 103 | 9.0411.5 sec | 06/15/2021 08:10 pm

Verdor note!

For additional informaticen, please refer to

http://education.questdiagnostios com/fag/FAQ 104 (hitp://education questdiagnostics.com/ fa/FAQ104)

(This link is being provided for informational/
educational purposes only.)

TSH

. Observations i | Referentce./UoM: i . . Date/Statug: . .00
TEH 1 0.40-4.50 miU/L 06/15/2021 0810 pm

T3, FREE

"iObservations “Reference /UoM - * - Date/Status
T3, FREE 2.3-4.2 pgimL 06/15/2021 08:10 pm

HEMOGLOBIN Alc

Réfererice /UoM: i

' Date/Status - il

HEMOGLOBIN ATc

<5,7 % of total Hgh
Above high normal

06/15/2027 08:10 pm
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0B6-12-"22 17:16 FROM-

5/12/22, 415 PM

T-814  POT15/0131 F-230
RAMOS, JAGOB 04/29/1966 Order #ENG28349.

:['Resui

“Referenca {UoM. .. - . . | Datefstatus

test.

other considerations.

Vendor note; For somconc without known diabetes, a hemoglobin Ale
value of 6.5% or greater indicates that they may have
diabetes and this should be confirmed with a follow-up

For someone with known diabetes, a value <7% Indicates
that their diabeles is well controlled and a value

greater than or equal to 7% indicates suboptinyal

control. Ale targets should be individualized based on
duration of diabeles, age, comorbid conditions, and

Cutrently, no consensus exists regarding use of
nemoglobin Alc for diagnosis of diabetes for children.

PDf Reporti

L Observations’ Reference / UoM" | Daterstatus.
See Attachment 06/14/2021 01:30 pm

Performing Laboratory

1 Quest Dagnostics-Waest Hills-Tab Toochinda MD
8401 Fallbrook Ave
Woest Hills, CA 91304-3226

e e ke it AT AARA TARA ArAR a7ANANADMaRARRG resltsiof1G700b-1736-4067-9080 .
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0B6-12-"22 17:16 FROM-

512122, 416 PM

T-814  PO116/0131 F-290

RAMQS, JACCE (4/29/1966 Qrder HEM452495C

Lab Results for RAMOS, JACOB (Male, 04/29/1966 )

Lahoratory

Name: Quest Diagnostics (QDRT}

Patient information

RI438906
661-435-0403

3805 LATOMNIA CT,
Bakersfield, CA 93313

Patient I1E
Mobile:
Address:

Attachments

attachment
attachment1
attachment

Vendor note: FASTINGYES

FASTING: YES

Collection:
Qrder #:

Requesting Provider
CARLOS A ALVAREZ

Name:

b practice fusion

0171372021 11:18 am
ENA52495C
Accession #: EN452495C

LIPID PANEL, STANDARD

[iObservarion o] Regult ' T 7] Date/Status .
_EHOLESTEROL, TOTAL? 106 <200 mg/dl 0171442021 12:40 pm
HOL CHOLESTEROL® ®30 > OR = 40 mg/dL 01/14/2021 12:40 pm
| _ Belaw low normal”
TRIGLYCERIDES ' 63 <150 mg/dL 01/14/2021 12:40 pm
LDL-CHOLESTEROL ' 62 mg/dL (calc) 01/14/2021 12;40 pm

yVendor note:  Reference range: <100

estimation of LDL-C.

Desirable range <100 mg/dl- for primary prevention;
<70 mg/dL for paticnts with CHD er diabetic paticnis
with = or = 2 CHD rigk faclors.

LDL-C is now caleulated using the Martin-Hopking
calculation, which is a validated novel method providing

better accuracy than the Friedewald equation in the

Marlin 58 et al. JAMA, 20133 10(19): 2061-2068

aplien,

(hllp:l/education.QuestDiagnostics.cmn/faq/FAQ164 (hltp:Ileducation.Quest[)iagnostics.cumffaq/FAQ164))
CHOL/HDLC RATIO 3.5 =50 (calc) 01/1472021 12:40 pm
NON HDL CHOLESTEROL' 76 <130 mg/dL (cale) 01/14/2021 12:40 pm
Vendor nate: Far patients with diabstes plus 1 major ASCYVD risk

factor, treating to 4 non-HDL-C goal of €100 mg/dL.
(LDL-C of <70 megy/dL) is considered a therapeutic

COMPREHENSIVE METABOLIC PANEL

Observatio

Reference (UM . . @ .

T Datefstatus

GLUCOSE |

~55-99 mg/dl
Above high normal

01/14/2021 12:40 pm

\ s b HIDE Irhartsfnatieits/be03e2b0-7 054046 200

0107
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05-12-"22 17:17 FROM-
5/12/22, 415 PM RAMOS, JAGOB 04/20/1966 Order HEN4DLmaL T-814  POT17/0131 F-280

e | result: i f..t‘f.‘ReferenceﬁupM‘; Lo Conl '] Date/sStatus

. —

T Observatians
Vandor note:

Fasting reference interval

For someone without knpown diabetes, a glucose
value »125 mg/dL indicates that they may have
diabetes and this should be confirmed with a
follow-up fest.

UREA NITROGEN (BUN)' » 32 7-25 mg/dL 01/14/2021 12:40 pm
Apove high nermal
CREATININE 1,22 0.70-1.33 mg/dl 01/14/2021 12:40 pm

Vendor note: For patients »49 years of age, the reference limit
for Creatinine is approximately 13% higher for people
identified as African-American.

eGFR NON-AFR. AMERICAN ' a7 = OR = 60 mL/min/1.73m2 01/14/2021 12:40 pim
eGFR AFRICAN AMERICAN 77 = OR = 60 mL/min/1.73m2 011472021 12:40 pm
BUN/CREATININE RATIO 1 ® 26 6-22 (calc) 0171472021 12:40 pm
Above high nermal
soDIUM? 142 135-146 mmol/L 01/14/2021 12:40 pm
POTASSIUM ! 8056 3.5-5.3 mmol/L 01/14/2021 12:40 pm
Above high normal
CHLORIDE ! 107 98-110 mmol/L 01/14/2021 12:40 pm
CARBON DIOXIDE' 29 20-32 mmol/L 01/14/2021 12:40 pm
CALCIUM? 9.6 8.6-10.3 mg/dL 01/14/2021 12:40 pm
PROTEIN, TOTAL' 7.2 6.1-8.1 gfdL 01/14/2021 12;40 pro
ALBUMIN? A6 3.6-5.1 g7dL 01/14/2021 12:40 pm
GLOBULIN' 2.6 1.9-3.7 g/dL (calc) T | 01/14/2021 12:40 pm
ALBUMIN/GLOBULIN RATIO 1.8 1.0-2.5 (cald) 01/14/2021 12:40 pm
BILIRUBIN, TOTAL ! 0.2 6.2-1.2 mg/dL 01/14/2021 12:40 pm
ALKALINE PHOSPHATASE ! 123 35144 UL 01/14/2021 12:40 pm
AST! 15 10-35 UL 01/14/2021 12:40 pm
ALT? LR 9-46 UL 01/14/2021 12:40 pm
| Below low narmal
SED RATE BY MODIFIED WESTERGREN

objeryatior ; “Refarence [UaM - “Date/Statys "

SED RATE BY MODIFIED < OR = 20 mm/h 0171472021 12:40 pm
WESTERGREN *

URINALYSIS COMPLETE

R R R M Result . "7 TReference/ oM . " pate/Status 3
COLOR YELLOW YELLOW 0171472021 12:40 pm
APPEARANCE ' CLEAR CLEAR Q11472021 12:40 pm
SPECIFIC GRAVITY 1.029 1.001-1.035 0171472021 12:40 pm
PH Y 55 5080 STAar2031 140 pm |
GLUCOSE 3+ NEGATIVE 01/14/2021 12:40 pm

\ Abnormal (applies to non-numeric resulis]

BILIRUBIN ! NEGATIVE NEGATIVE ~ | 011472021 12:40 pm

| KETONES ' NEGATIVE NEGATIVE 0171472021 12:40 pm
OCCULT BLOOD! NEGATIVE NEGATIVE Q142021 12:40 pm
PROTEIN * NEGATIVE NEGATIVE 5171472021 12:40 pm
NITRITE ' NEGATIVE NEGATIVE Q71472021 12:40 pm

[ LEUKOCYTE ESTERASE NEGATIVE NEGATIVE 0171472021 12:40 pm

i hnmmﬂDFInhanslnalien15ib90352b0»70C5-404ﬁ-a2d0-30d92(363869Irssu'llﬁ!O9dbd1ah-f58b-4af§—88f‘l .24

0108




0B6-12-"22 17:17 FROM-

8/12/32, 4:15 PM

RAMOS, JACOB 04/20/1966 Order #EN452495C

T-814  PO118/0131 F-290

| {Qhservatio) S| Result; ¢ "] :Reference’7 UoM .. | patesstatus. ]
WRC ! NONE SEEN < OR =5 /HPF 03/14£2021 12:40 pm
RBC NONE SEEN < OR = 2 /HPF 0171442021 12:40 pm
SQUAMOUS EPITHELIAL CELLS ' | NONE SEEN < OR =5 /HPF 01/14/2021 12:40 pm
BACTERIA NONE SEEN NONE SEEN /HPF 01/14/2021 12:40 pm
HYALINE CAST" NONE SEEN NOME SEEN /LPF 0171412021 12:40 pm

CBC (INCLUDES DIFF/PLT)

:Qbservations ; .

T ResulE.

" ReFexance iUeM L

‘Date/Status

“WHITE BLOOD CELL COUNT*

01/14/2021 12:40 pmi

9.6 2.8-10.8 Thousand/uL
RED BLOOD CELL COUNT? 542 4.20.5.80 Million/ul 01/14/2021 12:40 pm
HEMOGLOBIN " 16.0 13.2-17.1 g/dL 01/14/20271 12:40 prm
HEMATQCRIT * 48.4 385500 % 01/14/2021 12:40 pm
MCV 1 893 80.0-100.0 fl 01/14/2021 12:40 pm
MCH? 29.5 27.0-33.0 pg 011442021 12:40 pm
MCHC? 331 32.0-36.0 g/dL 0171472021 12:40 pm
RDW * 134 11.0-15.0 % 01/14/2021 12:40 pm
PLATELET COUNT? 240 140-400 Thousand/ul 01/14/2021 12:40 pm
MPyY 1 11.2 75-12.51L 0171472021 12:40 pm
ABSOLUTE NEUTROPHILS ! 5894 1500-7800 cells/uk 01/14/2021 12:40 pm
ABSOLUTE LYMPHOCYTES? 2131 850-3900 cells/uL 01/14/2021 12:40 pmi
ABSOLUTE MONOCYTES ! ® 950 200-950 cells/uL 01/14/202% 12:40 pm
Above high normal
ABSOLUTE EOSINOPHILS ® 5138 15-500 cells/uL 01/14/2021 12:40 pm
Above high normal
ABSOLUTE BASQOPHILS 1 96 0-200 cells/ub 01/14/2021 12:40 pm
ABSOLUTE NUCLEATED RBC! 0 0 eells/uL 01/14/2021 12:40 pm
NEUTROPHILS? 61.4 ] 0171472021 12:40 pm
LYMPHOCYTES? 222 % 0171472021 12:40 pm
MONOCYTES? 10.0 % 01/14/2021 12:40 pm
EOSINOPHILS * 5.4 % 01/14/2021 12:40 pm
BASQOPHILS? 1.0 % 01/14/2021 12:40 pm

RH EU MATOID FACTOR

Reference/UoM: =

"] Daterstatus Lo

ation
RHEUMATOID FACTDR V

<14 IU/mL 01/14/2021 12:40 pm
C-REACTIVE PRQTEIN
i . T Te ot [ Reswit ol o] Reference fUaM . DatefStatus - v d
C REACTIVE PROTEIN 1 0.7 <8.0 mg/L 01/14/20271 12:40 pm
T3, TOTAL
- ‘Obse L] Result. | Reference/UoM i . . | patesstatus .
T3, TOTAL? 94 76-181 ng/dL 01/14/2021 12:40 pm
T3, FREE
Obsarvations. “Restilt” Refdrence / U | Datesstatus
T3, FREE! 33 2.3-4.2 pg/ml 01/14/2021 12:40 pm
TSH W/REFLEX TQ FT4
Obkervationss Resuit - Reference / UoM pate/Status
T5H W/REFLEX TO FT4? 1.16 0.40-4.50 mIL/L 01/14/2021 12;40 pm

0109
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0B6-12-"22 17:18 FROM-

5M2/22, 415 PM

T-814  PO119/0131 F-290

RAMOS, JACOB 04/201966 Order #EN452495C

HEMOGLOBIN Alc
o tio

I Referenceruom 7

“Date/status -

“HEMOGLOBINAc' <5.7 % of total Hgb

Ahove high normat

01/14/2021 1240 pm

Vendar note; Far someonc without known diabetes, 4 hernoglobin Al
vahue of 0,5% or grester indicates that they may have
dighetes and this should be confirmed with a follow-up
test,

For someone with known diabetes, a value <7% indicates
that their diabetes 15 well controlled and a value

greater than or equal ta 7% indicates suboptimal

control, Ale targets should be individualized based on
duration of diabetes, age, comorbid conditions, and

othar considerations.

Curmently, no consensus exists regarding use of
hemoglobin Ale for diagnosis of diabetes for children,

PDF Report]

“:Ohservagion ‘Result 2.7 "Reference/ VoM ~0 7 ] Datefstatus
See Attachment 01/13/2021 11:18 am
Performing Laboratory
¥ Quest Diagnastics-West Hills-Tab Toochinda MD

2401 Fallbrock Ave
West Hills, CA 91304-3226
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0B6-12-"22 17:18 FROM- T-814 P0O120/0131 F-290

6M2/22 415 FM " RAMOS, JACDB 0a4/28/1966 Order #ENTB3886M
Lab Results for RAMOS, JACOS (Male, 04/29/1966 ) L Practice fusion
Laboratory Collection:  05/11/202012:11 pm

Order #: EN733386M
Accession #: EN783886M

Name: Quest Diagnostics (QDRT)
Patient information Requesting Provider
Patient ID: RJ438906 Name; CARLOS A ALVAREZ

Mobile: 661-435-0403
Address: 3805 LA TOMNIA CT.
Bakersfield, CA 93313

Attachments

attachiment
attarhmeant
attachmentl
attachmenti
attachmentl
attachment?

Vendor note; FASTING: NO

LIPID PANEL, STANDARD

. Re3| TReference/VUoM . . .. . . [ DatefStatus
CHDLESTEROL, TOTAL 24 =200 mg/dL. 05/14/2020 05:57 pm
HOL CHOLESTERQL? .27 > OR = 40 mg/dL 05/14/2020 05;57 pm

Below low normal
TRIGLYCERIDES ! 65 <150 mg/dL 05/14/2020 05:57 pm
LDL-CHOLESTEROL ! 43 mg/dL (calc) 06/14/2020 05:57 pm

Vendor note: Reference range: <100

Desirable range <100 mg/dL for primary prevention;
<70 mg/dL for patients with CHD or diabetic patients
with = or = 2 CHD risk factors.

LDL-C is now ecaleulated uging the Martin-Hopking

calenlation, which is a validated novel method providing

better accurscy than the Friedewald cquation in the

estimation of LDL-C.

Martin 55 et al. JAMA, 2013;310(19); 20612068

{http://education.Questliagnostics. com/fag/FAQ 164 (hitp://education. QuestDiaguostics.com/fag/FAQ14))
CHOL/HDLC RATIO! 3.1 <5 0(calc) 05/14/2020 05:57 pm
NON HDL CHOLESTEROL? 57 <130 mg/dL (calc) 05/14/2020 09:57 pm

Vendor note:  For patients with diabetes plus 1 major ASCVD risk

factor, treating to a non-HDL-C goal of <100 mg/dL

(LDL-C of <70 mg/dL.) is considered a therapeutic

option.

ALBUMIN, RANDOM URINE WICREATININE

SbEarvation —TTewi " | Referenca/Ush L. | Datesstatus "
CREATININE, RANDOM URINE 1 105 20-320 mg/dL 05/14/2020 05:57 pm
ALBUMIN, URINE 0.8 Seq Note: mg/dL 05/14/2020 05:57 pm

e b e amiL A AR TRAR ArdE oA ANAGM R ARG/ raRul0c] G3800-81d8-4d48-a40...  1/5
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06-12-"22 17:19 FROM-

5M2i22, 415 FM

RAMOS, JACOE 04/29/1966 Order #EN783886M

T-814  PO121/0131 F-290

RANDOM URINE

obervations. . U] Resuit s "] ‘Date/status -
Vendor note: R:efcmwe Rangc
Reference Range
Mot established
ALBUMIN/CREATININE RATIO, 8 <30 meg/mg creat 05/14/2020 05.57 pm

Vendor note:

Category

Mormal
Microalbuminuria

excretion as follows:

<30
30-209

Clistical albwminuria > OR =300

The ADA defincs abnormalitics in albumin

Result (mcg/mg creatining)

The ADA recommends that at least two of three
specimens collected within & 3-6 month periad be
abnormal before considering a patient 1o be
within a diagnostie category.-

COMPREHENSIVE METABOLIC PANEL

R Ty

Obgeryations

- Result)

[ Reference /UM

“patefStatus o ]

GLUCOSE "

108

$5-139 mg/dL

05/14/2020 05:57 pm

Vendor note:

Non-lasting reference interval

UREA NITROGEN (BUN) '

23

7-25 mg/dL

05/14/2020 05:57 pm

CREATININE

0.97

0.70-1.33 mg/dL

05/14/2020 05:57 pim

Vendor note; For patients =49 years of age, the reference hmit
for Creatinine is approximately 13% higher for people
identified as African-Americm.

eGFR NON-AFR. AMERICAN ' 38 > OR = 60 mL/min/1.73m2 05/14/2020 05:57 pm
aGFR AFRICAN AMERICAN ' 102 = OR = 60 ml/min/1.73m2 05/14/2020 05:57 pm
BUN/CREATININE RATIO * NOT 6-22 (cale) 05/14/2020 0557 pm
APPLICABLE
SODIUM ! 144 135-146 mmal/L 05/14/2020 05:57 pm
POTASSIUM 1 5.1 3.5-5.3 mmol/L 0571472020 05:57 pm |
CHLORIDE 107 98-110 mmol/L 05/14/2020 05:57 pm
CARBON DIOXIDE ' 30 20-32 mmol/L 05/14/2020 05:57 pm
CALCIUM" 9.8 8.6-10.3 mg/dL 05/14/2020 05:57 pm
PROTEIN, TOTAL' 72 6.1-8.1 g/dlL 05/14/2020 05:57 pm
ALBUMIN ' 45 3.6:5.1 g/dL 05/14/2020 05:57 pm
GLOBULIN 2.7 1.9-3.7 g/dL (cale) 05/14/2020 05:57 pm
ALBUMIN/GLOBULIN RATIO ! 1.7 1.0-2.5 (cale) 05/14/2020 05:57 pm
BILIRUBIN, TOTAL' 03 0.2-1.2 mg/dL 05/14/2020 05:57 prm
ALKALINE PHOSPHATASE 101 35-144 U/L 05/14/2020 05:57 pm
AST? 14 10-35 /L 05/14/2020 05:57 pm
ALT? .3 9-46 L/L 05/14/2020 05:57 pm
Below low normal
URINALYSIS, COMPLETE W/REFLEX TO CULTURE

T Ohservations: .’ o TaRestlt T Reference / YoM . - Date/Status
COLOR? YELLOW YELLOW 05/1472020 05:57 pm

0112
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0B6-12-"22 17:19 FROM-

£/12/22, 415 PM

T-814  PO122/0131 F-230

RAMOS, JACOB (4/20/1965 Qrder #EN783886M

Qhshrvaions TResult.. . ' - |- Reference fUoM "1 = Date/Status - o
APPEARANCE ' CLEAR CLEAR 05/14/2020 05:57 pm
SPECIFIC GRAVITY’ 1.035 1.001-1.035 05/14/2020 05:57 pm
PH! <OR =50 5.0-8.0 0571442020 05:57 pm
GLUCOSE? ® 34+ NEGATIVE 05/14/2020 05:57 pm

Abnormal (applies to nop-numeric results)
BILIRUBIN * NEGATIVE NEGATIVE 05/14/2020 05:57 pm
KETONES 1 NEGATIVE NEGATIVE 05/14/2020 05:57 pm
QCCULT BLOOD? NEGATIVE NEGATIVE 05/14/2020 05:57 pm
PROTEIN ' MEGATIVE NEGATWVE 05/14/2020 05:57 pm
NITRITE ! NEGATIVE NEGATIVE 05/14/2020 05:57 pm
LEUKQCYTE ESTERASE ! MEGATIVE NEGATIVE 05/14/2020 05:57 pm
WBC! NONE SEEN <0OR=5/HPF 05/14/2020 05:57 pm
RBC NONE SEEN < QR =2 /HPF 05/14/2020 05:57 pm
SQUAMOUS EPITHELIAL CELLS ' MONE SEEN < QR =5 /HPF 05/14/2020 05:57 pm
BACTERIA NOME SEEN NOME SEEN /HPF 05/14/2020 05:57 pm
HYALINE CAST " NONE SEEN NONE SEEN /LPF 05/14/2020 05:57 pm
REFLEXIVE URINE CULTURE ' NO CULTURE 05/14/2020 05:57 pm
INDICATED

CBC (INCLUDES DIFF/PLT)

TORgervations 650 T ReferenceZ UM’ .~ . |:Date/Status. . ..
WHITE BLOOD CELL COUNT " 2.5 3.8-10.8 Thousand/uL 06/14/2020 05:57 pm
RED BLOOD CELL COUNT ! 5.47 4.20-5,80 Million/uL 05/14/2020 05:57 pm
HEMOGLOBIN 16.2 13.2-17.1 grdl 05/14/2020 05:57 pm
HEMATOCRIT? 48,1 38.5-50.0 % 05/14/2020 05:57 pm

‘_IVICV ! g7.9 80.0-100.0 fL "0%/14/2020 Q557 pm
MCH * 29.6 27.0-33.0 pg 05/14/2020 05:57 pm
MCHC ! 337 32.0-36.0 g/dL 05/14/2020 05:57 pm
RDW 1 13.0 11.0-15.0 % 05/14/2020 05:57 pm
PLATELET COUNT 252 140-400 Thousand/ul 05/14/2020 05:57 pm
MPYV 1 11.3 7512510 05/14/2020 05:57 pm
ABSOLUTE NEUTRQPHILS ? 5092 1600-7800 cells/ulL 05/14/2020 05:57 pm
ABSOLUTE LYMPHOCYTES ! 2091 #50-3900 cells/ul 059/14/2020 05:57 pm
ABSOLUTE MONOCYTES 723 200-950 cells/uL 05/14/2020 05:57 pm
ABSOLUTE EQSINOPHILS ' 519 15-500 cells/ul 05/14/2020 05:57 pm

Above high normal |
ABSOLUTE BASOPHILS? 77 0-200 cells/uL 05/14/2020 05:57 pm
ABSOLUTE NUCLEATED RBC G 0 cells/uL 05/14/2020 05:57 pm
NEUTROPHILS ! 59.9 % 05/14/2020 05:57 pm

[ LYMPHOCYTES ' 246 % 05/14/2020 05:57 pm
MONOCYTES " 8.5 % 05/14/2020 05:57 pm
EQSINQFPHILS 6.1 % 05/14/2020 05:57 pm
BASQPHILS? 0.9 % 05/14/2020 05:57 pm

T4, FREE

TObeervationsr . - ... LoResult. 1| réferencd £ UoM Date/Status ]
T4, FREE 1.1 0.8-1.8 ng/dL 05/14/2020 05:57 pm

TSH

[ohservations. . . - -~ | Resuft. [ Reference / UoM | pate/Status

cn AR AR AREe R o R et iind £ AR R AR A A0 240 ai5
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0B-12-"22 17:20 FROM-

T-814

5M2/22, 415 PM RAMOS, JACOB 04/20/1988 Order #EN783836M

PO123/0131 F-230

i Observations: i - 0 [ Result, " Reference / UoM Date/Status
TSH' 1.96 0.40-4.50 mIU/L 05/14/2020 05:57 pm
VITAMIN D, 1,25 DIHYDROXY
“.0bgervation S it v Resuatél e | YReference £UOM ' Date/Status .
VITAMIN D, 1,25 (0H)2 TDTAL 39 18-72 pg/mL 05/14/2020 05:57 pm
Vendor note: Secc Note |
VITAMIN D3, 1,25 (OH)2 | 39 [ permL. | 05/14/2020 05:57 pm
Vendor note:  See Note 1
VITAMIN D2, 1,25 (OH)2 | =8 | pg/mi | 05/14/2020 05:57 pmy

Vendor note:

production and supplementation. Vitamin D2, 1,

See Note 1
See Note 2

Note 1

characteristics have been determined by Quest
Diagnostics. it has not been cleared or appraved
FDA. This assay has heen validated pursuant to
regulations and is vscd for clinical purposss,
Note 2

For additional information, plcasc refer to

{This link is being provided for informational/
educational purposcs only.)

Vitanun D3, 1,25(0H)2 indicates both endagenous

25(0OH)2

is an indicator of exogenous sources, such as diet or
supplementation, Interpretation and therapy are based
on measurement of Vitamin D, 1,25 (OH)2, Total.

This test was developed and its analytical perforninee

by the
the CLIA

http://education. QuestDiagnostics com/fag/FAQ199 (hitp:/education.QuestDiagnostics.com/fag/FAQ199)

HEMOGLOBIN Alc

' Ohservations’ | Resaler

: Reférence /UoM' -

| Daterstatus

HEMOGLOBINATCT [ 7.3

5,7 % of total Hgh
Above high normal

05/14/2020 05:57 pm

value of 6.5% or greater indicates that they may
test.

For someone with known diabetes, 4 value <7%
that their diabetes is well controlled and a value
greater than or equal to 7% indicates suboptimal

other considerations.

Currently, no consensus exists regarding use of
hemoglobin Ale for diagnosis of diabetes for ¢h

Vendor note:  For someone without known diabetes, a hemoglobin Alc

have

diabetes and this should be confirmed with a follow-up

indicates

control, Al targets should be individualized based on
duration of diabetes, age, comorbid conditions, and

ldren,

PDF Reporti

CRésult

[observations:

- |’ Referencé:/ oM

‘Date/Status

" e e A e R 4 AR AR AR IRAE AL AL AT e e e A A oD OA AT AaAR A AN

AR



0B-12-"22 17:20 FROM- T-814 P0OT24/0131 F-290

512i22, 415 PM RAMOS, JACOR 04/20/1966 Order #AEN783886M
HObservations "o T ] Result T Reference/UoM .- - - ' . . | Date/Status
See Attachment, . 05/11/2020 12;71 pm

Performing Laboratory

1 Quest Diagnostics-West Hills-Tab Teochinda MD
8401 Falibrook Ave
West Hills, CA 91304-3226
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0B6-12-"22 17:21 FROM-

5/12/22, 416 PM

T-814  PO125/0131 F-290

RAMOS, JACOS 04/20/1666 QOrder #ENSI0361X

Lab Results for RAMOS, JACOB (Male, 04/29/1966 )

Laboratory

Namae: Quest Diagnostics (QDRT)

Patient information

Collection:
Order #:

-

08/12/2019 12:37 pm
ENB20O3&ETX

Accession #: ENS90361X

Requesting Provider

b Practicefusion

Patient IP; RJ433906 Name: CARLQS A ALVAREZ
Mabile; 661-439-0403
Address: 3805 LATONIACT.
Bakersfield, CA 93313
Attachments
attachmenti
attachment1t
attachment1
Vendor nate: FASTING: NO
‘Referenca fUaM. . 0 fooe o | patesStatus
=200 mg/dL 08/13/2019 05:03 pm
HDL CHOLESTEROL ! ® 23 »40 mg/dL 08/13/2019 05:03 pm
Below low normal
TRIGLYCERIDES 1 75 =150 mg/dL 08/13/2019 05:03 pm
LDL-CHOLESTEROL ! 38 mg/dl. {calc} 08/13/2019 05:03 prm

Vendor note; Reference range: <100

estimation of LDL-C.

Deasirable range <100 mg/dL for primary prevention;
<70 mg/dL for patients with CHD or diabetic patients
with = or = 2 CHI risk factors.

LDL-C is now calculated wsing the Martin-Hopkins
calculation, which is a validated novel method providing
better aceuracy than the Fricdewald equation in the

Martin 83 et al. JAMA. 2013;310{19}): 2061-2068
(http://education QuestDiagnostics.com/faq/FAQ L 64 (hitp://ducation QuestDiagnostics.com/fag/FACQ1 64))

CHOL/HDLC RATIO?

2.9

<50 (calc)

08/13/2019 05:03 pm

NON HDL CHOLESTEROL !

54

<130 mg/dL (calc)

08/13/2019 05:03 pm

Vendor note:  For patients with diabetes plus 1 major ASCVD risk
factor, treating to a non-HDL-C goal of <100 mg/dL
(LDL-C of <70 mg/dL) is considercd a therapeutic

apflion,
URIC ACID
- GBservatins [ Result U7 T Refévence/WaM 1 o [ DatesStatus .
URIC ACID 1 6.9 4,0-8.0 mg/dL 08/13/2019 05:03 pm
Vendar note:  Therapeutic target for gout patients: <6.0 ma/dL
COMPREHENSIVE METABOLIC PANEL
[:iobsetvations” . T Result - - [-Reférence/UoM _ Date/Status

ar.

LIl AT AL TASE Aa AR AN PAANTHEAS A OnTi ene e PIFIIARA S 2AN0A. AR?roa1Q
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0B6-12-"22 17:21 FROM-
5/12/22, 4:16 PM

T-814  PO126/0131 F-290

RAMOS, JACOB 04/29/1966 Order #ENS20361X

0117

] Resute T Reference /oM Date/status
® 196 65-139 mg/dL 08/13/2319 05:03 pm
Above high normal
Vendor note:
Mon-fasting reference interval
UREA NITROGEN (BUN) ! ® 36 7-25 mg/dL 08/13/2019 05:02 pm
Above high norma!
CREATININE 1 ) 1.18 0.70-1.33 mg/dL 08/13/2019 05:03 pm
Vendor note:  For patients >49 years of age, the reference limit
for Creatinine is approximately 13% higher for people
identified as Afiican-American. :
eGFR NON-AFR. AMERICAN * 70 = 0OR = 80 mL/min/1.73m2 08/13/2019 05:03 pm
eGFR AFRICAN AMERICAN 1 3 = 0R = 60 mL/min/1.73m2 08/13/2019 05:03 pm
BUN/CREATININE RATIO! ® 31 6-22 (calg) 08/13/2019 05:02 pm
Above high normal
50DIUM ! 139 135-146 mmal/L 08/13/2019 05:03 pm
POTASSIUM 5.1 3.5-5.3 mmal/L 08/13/2019 05:03 pm
CHLORIDE" 104 98-110 mmol/L 08/13/2019 05:03 pm
CARBON DIOXIDE" 25 20-32 mmaol/L 08/13/2019 05:03 pm
CALCIUM ! 9.9 8.6-10.3 mg/dL 08/13/2019 05:03 pm
PROTEIN, TOTAL 7.2 6.1-8.1 g/dL 08/13/2019 05:03 pm
ALBUMIN ! 44 3.6-5.1 g/dL 08/13/2019 05,03 pm
GLOBULIN 2.8 1.9-3.7 g/dL (calg) 08/13/201% 05:03 pm
ALBUMIN/GLOBULIN RATIO ' 1.6 1.0-2.5 (calc) 08/13/2019 05:03 pm
BILIRUBIN, TOTAL" 0.4 0.2-1.2 mg/dL 08/13/2019 05:03 pm
ALKALINE PHOSPHATASE " 114 40-1156 /L 08/13/2019 05:03 pm
AST? 16 10-35 U/L 08/13/2019 05:03 prm
ALT? 12 9-46 U/L 08/13/2015 05:03 pm
URINALYSIS, COMPLETE W/REFLEX TO CULTURE
[ Observations .- . -] Result. . .| Refevence/UoM = | ‘Date/Status
COLOR? YELLOW YELLOW 08/13/2019 05:03 pm
APPEARANCE? CLEAR CLEAR 08/13/2019 0503 pm
SPECIFIC GRAVITY? 1.027 1,001-1.035 028/13/2019 05:03 pm
PH 55 5.0-8.0 08/13/2019 05:03 pm
GLUCOSE ! * 3+ NEGATIVE 08/13/2019 05:03 pm
Abnormal (applies to non-numeric results)
BILIRUBIN® NEGATIVE NEGATIVE 08/13/2019 05:03 prm
KETONES 1 NEGATIVE NEGATIVE 08/13/2019 05:03 pm
QCCULT BLOOD? NEGATIVE NEGATIVE 08/13/2019 05:03 pm
PROTEIN ? NEGATIVE NEGATIVE 08/13/2019 05:03 pm
NITRITE 1 NEGATIVE NEGATIVE 08/13/2019 0503 pm
LEUKOCYTE ESTERASE " NEGATIVE NEGATIVE 08/13/2019 05:03 pmi
WBC? NONE SEEN < QR =5 /HPF 08/13/2019 03:02 pm
RBC? NOME SEEN < 0R =2 /HPF 08/13/2019 05:03 pm
SQUAMOUS EPITHELIAL CELLS! NONE SEEN = 0OR=5/HPF 08/13/2019 05:03 pm
BACTERIA NONE SEEN NCOME SEEN /HPF 08/13/2019 05:03 pm
HYALINE CAST? NCNE SEEN NONE SEEN /LPF 08/13/2019 05:03 pm
REFLEXIVE URINE CULTURE ! NG CULTURE 08/13/2019 05:03 pm
INDICATED
CBC (INCLUDES DIFF/PLT)
et o ekt e e e el b P b b st I B TARE. A~ AR S DA ANAADIER 2 ArDiras s AOONRAS. D 104.4600-A10...  2/3



0B6-12-"22 17:21 FROM-
5/12/22, 4:16 PM

RAMOS, JACOB 04/29/1866 Order 4EN8S0361X

T-814  PO127/0131 F-290

IobserVations “iResult . “I Reference 7 UM -Date/Status . . -
WHITE BLOOD CELL COUNT‘ 9.8 3,8-10.8 Thousand/ul 08/13/2019 05:03 pm
RED BLOOD CELL CQUNT 1 5.49 4.20.520 Million/uL 08/13/2019 05:03 pm
HEMOGLORBIN ' 15.7 13.2-17.1 g/dL 08/13/2019 05:03 pm
HEMATOCRIT ! 47.8 38.5-50.0 % 08/13/201% 05:03 pm
MCV ! 87.1 80.0-100.0 fL 08/13/2019 05:03 pm
MCH * 28.6 27.0-33.0 pg 08/13/2019 05:03 pm
MCHC ! 32.8 32.0-36.0 gfdL 08/13/2019 05:03 pm
ROW ! 13.2 11.0-15.0 % 08/13/2019 05:03 pm
PLATELET COUNT* 249 140-400 Thousand/ul 08/13/2019 05:03 pm
MPYV 1 11.3 7.5-12.5fL 08/13/2019 05:03 pm
ABSOLUTE NEUTROPHILS 6260 1500-7800 cells/ul 08/13/2019 05:03 pm
ABSOLUTE LYMPHOCYTES 2234 850-3900 celis/ul 08/13/2019 05:03 pm
ABSOLUTE MONOCYTES ' 676 200-950 cefls/ul, 08/13/2019 05:03 pm
ABSOLUTE EOSINOPHILS ! 447 15-500 cells/uL 08/13/2019 05:03 pm
ABSOLUTE BASOPHILS ag 0-200 cellsful, 08/13/2019 05:03 pm
ABSOLUTE NUCLEATED RBC " 0 0 cells/uL 08/13/2019 05:03 pm
NEUTROPHILS " 64.9 % 08/13/2019 05:03 pm
LYMPHOCYTES ! 22.8 % 08/13/2019 05:03 pm
MONOCYTES ¥ 6.9 % 08/13/2019 05:03 pm
EOSINOPHILS 4.5 % 08/13/2019 05:03 pm
BASOPHILS ' 0.9 % 08/13/2019 05:03 pm

HEMOGLOBIN Alc

T,

Observati

Teference 1 UoM

t

[ Daterstatas 0

HEMOGLOBIN A1¢?

=5.7 % of total Hgb
Abgve high normal

08/13/201% 053:03 pm

test,

Currently, no consensus exists regarding use of

Vendaor note;  For sameons without known Jiabetes, 4 hemoglobio Ale
value of 6,5% or greater indigates that they may have
diabetes and this shoyld be contirmed with a follovie-up

For someone with known diabetes, a value <7% indicates
that their diabetes is well controlled and a valae

greater than or equal 10 7% indicates suboptimal

control. Ale targets should be individualized based on
duration of diabetes, age, comorbid conditions, and

other considerations.

hemoglobin Alc for diapnosis of diabetes for children.

PDF Repom

R T Reference /UM .~ ' Date/Status
See Attachment 08/12/2019 12:37 pm
Performing Laboratory
' Quest Diagnostics-West Hills-Tab Toochinda MD
8401 Fallbrook Ave
West Hills, CA 91304-3226
latinm Hatmtin mrantinafininn ammdnmenlnbefioned o kbas THIRE Inhartninnbinnia fhe0 3 AR 0 FOAR AndAR A0 20AG A aReOirac ke FAFIAARAR_ 1 NA_AR D~ 210 At
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0B-12-"22 17:22 FROM-

812122, 416 FM

Lab Results for RAMOS, JACOB (Male, 04/29/1966 )

Laboratory

Name: Quest Diagnostics (QDRT)

Patient information

Patient iD: R|438%06

Maobile: 661-439-0403

Address: 3805 LA TOMIA CT,
Bakersfield, CA 93213

Attachments

attachment1
attachment1
attachment1

Vendor note: FASTING: YES

Callection;  04/22/2019 01:15 pm
Order #: EN135639R
Accession #: ENT35639R

Requesting Provider
Namae: CARLOS AALVAREZ

T-814  PO128/0131 F-290

RAMOS, JACOE 04/28/1966 Qrder #EN135639R

b Practicefusion

LIPID PANEL, STANDARD

" Obsetvations P “Reference’/ UoM, "] Date/Status. -
CHOLESTEROL, TOTAL? =200 mg/dL 04/23/2019 05:58 pm
HDL CHOLESTEROL 1 =40 mpg/dL 04/23/2015 05:58 pm

Below low normal
TRIGLYCERIDES ! 1186 <150 mg/dL 04/23/2019 05:58 pm
LDL-CHOLESTEROL * 58 mg/dL (calg) 04/23/2019 05:58 pm

Vendor note: Reference range: <100

estimation of LDL-C.

Martin 53 et al. JAMA, 2013;310(19); 2061-2068
{(http://education.QuestDiagnastics.com/fag/FAQ 1 64 (hitp://education.QuestDiagnostics.com/fag/FAQ164))

Desirable range <100 mg/dL for primary prevention;
=70 mg/dL for patients with CHD or diabetic patients
with = or = 2 CHD risk factors.

LDL-C is now calculated using the Martin-Hopking
calculation, which is a validated novel method providing
better accuracy than the Friedewald equation in the

CHOL/HDLC RATIO !

3.5

<5.0 (calc)

04/23/2019 0558 pm

NON HDL CHOLESTEROL *

78

<130 mg/dL (calc)

04/23/2016 05:58 pm

Vendar note:  For patients with diabetes plus | major ASCVD risk
factor, treating to a non-HDL-C goal of <100 mg/dL
(LDL-C of <70 mg/dL} is considered a thetapeutic

Above high normal

option.
MAGNESIUM
' {Observatigns’ [ Resu [-Referance /UM = T Batersiarus
MAGNESIUM 1 ®26 1.5-2.5 mg/dL 04/23/2019 05:58 pm

Above high normal

COMPREHENSIVE METABOLIC PANEL
Obdehvations. " " UT['Resule” " ] Reference/UoM _Date/Status
GLUCOSE ' ® 154 65-99 mg/dL 04/23/2019 05:58 pm

Rttt tiebmtin mrmabinafaninm anrninmnn fabclindase REral T NE IRk rds Inatinmdn b a2 A TRO TAAE ARAS AVAR FOANIEACAD A irannlbnlnakl? 7 Al &ER 4210 ki
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T-814 P0129/0131 F-230

22 FROM-

(5-12-"22 17

Far somcone without known diabetes, a glucose
value =125 mgfdL indicates that they may have
diabetes and this should be confirmed witl a
follow-up tesl.

UREA NITROGEN (BUN)! 37 7-25 mgsdL 044232019 05:58 pm
Abaove high normal
CREATIMINE 1 1.07 0.70-1.33 mgddL 94/23/2019 05:58 pm

Vendar note:  For patients >49 years of age, the reference limil
far Creatinine is approximately 13% higher for people
identified as African-American.

e FR MON-AFR, AMERICAN 1 79 > QR =60 mLfmin/1.723ma 04/23/2019 05:58 pr
eGFR AFRICANM AMERICARN 92 > O/ =60 mLfminf1.73m2 04/23/2019 05:58 pm
BUMNSCREATIMNINE RATIO ! 35 6-22 {calc) 0442372019 05:58 pm
Ahove high normal
SO 1 139 135-146 mimal/L 044232019 05:58 pm
POTASSIUM 1 956 3.5-5,3 mmol/L 0442372019 05:58 pm
Ahove high normal
CHLORIDE? 105 98-110 rmmolfL e/ 2342019 05:58 pm
CARBOM DIOXIDE? 28 20-32 mmalfL 04723/2019 05:58 pmi
CALCIUM 1 9,7 8.6-10.3 mgsfdL 0442342019 05:58 pm
FPROTE[M, TOTAL? 7.6 6.1-8.1 gfidL 0df23/20190 05:58 pmi
ALBURMIM 4.7 3.6-5.1 gfdL. 0472372019 05:58 pm
GLOBULIN ! 29 1.9-3.7 gfdL [calcd) 04/23/2019 0558 pm
ALBUMIN/GLOBULIM RATIO 1 1.6 1.0-2.5 {calc} 0442342019 05:58 pm
BILIRUBIM, TOTAL ? 03 0.2-1.2 mgfdL 044232019 05:58 pmy
ALKALINE PHOSPHATASE 7 ® 125 40-115 UsL 0442372019 05:58 pm
Abowve high narmal
AST? 14 t0-35 AL 0472372019 05:58 pm
ALTH 11 9-4& UfL 0472372019 05:58 pim

LRINALYSIS, COMPLETE W/REFLEX TO CULTURE

datiens.- . o 0 UResult oo oS *Reference /UoM Date/Status -
COLOR? YELLOW YELLOW 0472372019 05:58 pm
APPEARANCE'! CLEAR CLEAR 0442372019 05:58 pm
SPECHFIC GRAVITY ! 1.025 1.001-1.035 044232019 05:58 pm
PH? 55 50-80 042372019 0558 pm
GLUCOSE' ® 3+ MEGATIVE 0472372019 05:58 pm
Abnormal {applies to non-numeric results)
BILIRUBIM ' NEGATIVE MEGATIVE 0472372019 05:58 pm
KETONES? NEGATIVE MEGATIVE 042372019 05:58 pm
OCCULT BLOQD * NEGATIVE MEGATIVE 04232019 05:58 pm
PROTEIN' MEGATIVE NEGATIVE 042372019 05:58 pm

MITRITE MEGATIVE NEGATIVE

0442372019 05:58 pm

0120



0B6-12-"22 17:23 FROM-

§M2/22 4:16 PM

T-814  PO130/0131 F-290

RAMOS, JACOB 04/29/1868 Order #EN135639R

:iObservations - “Resiilt Reference/UoM - - [ pate/status
HYALINE CAST! NONE SEEN NONE SEEN /LPF 04/23/2019 05:58 pm
REFLEXIVE URINE CLILTURE? NO CULTURE 04/23/2019 0558 pm

INCHCATED
CBC (INCLUDES DlFF/PLT)
ti AR 2sule o i| Reference/UoM - .. Date/Status’ .. ..
WHITE BLODD CELL CDU NT 1 ®118 3.8-10.8 Thousand/uL 04/23/2019 0558 pm ]
Abave high narmal
RED BLOOD CELL COUNT? 5.60 4,20-5.80 Millior/ulL D4/23/2019 05,58 pm
HEMOGLOBIN? 1641 13.2-17.1 g/dL 04/23/2019 05:58 pm
HEMATQCRIT 1 452 38.5-50.0 % 04/23/72019 05:58 pm
MCV1 879 80.0-100.0 fL 04/33/2019 05:58 pm
MCH ! 288 27.0-33.0 pg 04/23/2019 05:58 pm
MCHC? 327 32.0-36,0 g/dL 04/23/2019 05:58 pm
RDW 1T 13.2 11.0-15.0 % 04/23/2019 05:58 pm
PLATELET COUNT1 247 140-400 Thousand/uL 04/23/2019 05:58 pm
MPV 1 11.3 7.5-12.51L 04/23/2019 05:58 pm
ABSOLUTE NEUTROPHILS ! & 2685 1500-7800 cells/uL 04/23/2019 05:58 pm
Ahove high normal

ABSOLUTE LYMPHOQCYTES ? 1805 850-3900 cells/ul 04/23/2019 05:58 pm
ABSOLUTE MONOCYTES® 743 200-950 cells/uL 04/23/2019 05:58 pm
ABSOLUTE EGSINQOPHILS ! 472 15-500 cells/ut. 04/23/2019 02:58 pm
ABSOLUTE BASOPHILS ? 94 0-200 cells/uL 04/23/2019 05:58 pm
NEUTROPHILS® 73.6 % 04/23/2019 05:58 pm
LYMPHOCYTES ? 15.2 % 04/23/2019 05:58 pm
MONQCYTES " 6.3 % 04/23/2019 05:58 pm
EOSINOPHILS? 4.0 % 04/23/2019 05:58 pm
BASQPHILS " 0.8 % 04/23/2019 05:58 pm

VITAMIN B12

‘Qhservations - | Result:is - | Reference / UoM. . Date/Status

04/23/2019 0%:58 pm

Below low normal

-VITAMIN B12 1 ® 1794 200-1100 pg/mL
Abgve high normal
TSH W/REFLEX TQ FT4
TORServations - - . [ Result T Reference /UM . T Date/Status
T5H W/REFLEX TD FT4 1 1.48 0.40-4.50 mil/L 04/23/2019 05:58 pm
VITAMIN D,25-OH,TOTAL.IA
{Ohseivatio G i | Result TReferencé /ZUoM i | . Date/Status
VITAMIN D 25-0H, TOTAL IA t Lk 30-100 ng/mL 04/23/2019 05:58 pm

0121
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T-814  POT31/0131 F-280
O5-12-"22 17:23 FROM-
S22, 4:16 P

: (Obsérvatio
Vendor nota:

Ramos, Jacos 04/28/1986 Ordar #EN135639R
] "Reférance / uam” L

‘Date/Statys

Vitamin D Statyy 25-OH Vitarnin D:

Deficiengy: =20 ng/ml,
Insufficiency: 20 - 29 g/t
Optimal: *or =30 ng/mL

For 25-OH Vitamin 0 lesting on patients on
D2-supplementation angd Ppatients for whom quantitation

of D2 and D3 fractions g required, the QuestAssurcD(TMJ
25-0HVIT D, (D2,D3), LC/MS/MS i recommended: order
code 92388 {patients =yrs),

For more information ap thiz test, go to:
lmp://(:ducatian.qucstdiagnostics.com/faq/FAQ 163 (l:ttp:f/c:ducatian.questdiagnostics.convfaq/FAQ 163)
(This link ig being provided for

informationalieducational Purposes only.)

HEMOGLOBIN Alc
cOhservationsT. [ | Referéncejuoh -~ T T DatesSeatus ]
HEMOGLOBIN A1¢ =5.7 % of total Hgh 04/23/2019 05:58 pm

Above high normal
Vendor note: For stimeonc without known diabetes, a hemogriobin Ale
valuc of 6.5% or greater indicates that they may have
diabetes and this should be confirmed with 4 ollow-up
fest.

-—

For semeone with known diabetes, g valye =79 indicates
that their diabetes s well controlled and 4 valye

greater than or equal to 7% indicateg suboptinal

control. Ale targets should he individuzlized based on
duration of diabetes, age. comorbid conditions, and

other considerations.

Currently, no CONSCN5US exisly regarding use of

hemoglobin Ale for diagnosis of digheteg for children,

IMoM - T

|- Reference ‘| Date/Status L
04/22/2013 07:15 pm

PDF Report1
[iObservations
See Attachment

Performing Laboratory
T Quest Diagnostics-West Hills-Tab Toochinda
8401 Fallbrook Ave

West Hills, ca 91304-322¢6

https:/static. practicefi inn raminan_io. « 0122






