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OFFICE VISIT

Patient Name: Lorna A. Diaz

Date of Birth: 05/14/1963

Age: 60

Date of Visit: 06/29/2023

Chief Complaint: This is a 60-year-old pleasant woman who is here for followup on lab results.

History of Presenting Illness: This patient was seen by Dr. Dave on 06/12/23, as a new patient visit. She was asked to get some labs and come back for followup. She has also been seeing Dr. Natraj Shanmugam who is managing her diabetes. She used to see another PCP in town, but she switched the PCPs now. She also sees Dr. Davis who is doing her radiofrequency ablation in her right lower extremity; she has one more treatment to go. The patient states that on 06/27/23 morning she went for her usual walk and came back. She walks with a friend and she is sweating a lot and profusely sweating and felt kind of lightheaded. So, she sat down and wiped herself off. She usually hydrates herself well. She checks her blood sugar, it was 205. She checked her blood pressure, it was 84/48. She had taken both her spironolactone as well as her carvedilol prior to her walk. So, she monitors her blood pressure very closely; and in about 15 minutes it is normalized and stayed pretty normal and by afternoon it was high. She did not take her evening medications. Then, on 06/28/23, she did not take the spironolactone or the carvedilol and, by afternoon, her blood pressure starting going up. Today, she did take her carvedilol, but has not taken her spironolactone.

Past Medical History: Significant for:
1. Type II diabetes mellitus.

2. Hypertension.

3. Hyperlipidemia.

4. Severe peripheral neuropathy.

5. She also states that she has developed anxiety disorder after a fall she sustained a few months ago where she injured her right side of the face.

Current Medications: Include.

1. Carvedilol 25 mg twice a day.

2. Spironolactone 25 mg half tablet twice a day.

3. Pantoprazole 40 mg once a day.

4. BuSpar 10 mg three times a day.
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5. Ondansetron 4 mg as needed.

6. Cyclobenzaprine 10 mg as needed.

7. Generic Advair Diskus 250/50 mcg twice a day.

8. Flonase as needed.

9. Albuterol inhaler as needed.

10. She uses an insulin pump and sees Dr. Natraj Shanmugam for it.

Allergies: She is allergic to CODEINE and SULFA.

Social History: Past smoker and quit in 1983. Seldom drinks alcohol. No drug use.

Physical Examination:

General: She is right-handed.

Vital Signs:

Height: 5’2” tall

Weight 182 pounds.

Blood pressure 130/72.

Pulse 92 per minute.

Pulse ox 98%.

Temperature 96.3.

BMI 33.
Random blood sugar is 158 that is three-and-half hours post breakfast.

Head: Normocephalic.

Neck Supple. No lymphadenopathy or thyromegaly. JVP not distended.

Lungs: Clear. No wheezing, rhonchi or rales.

Heart: S1 and S2. Regular sinus rhythm.

Extremities: No edema. There are some prominent veins in both lower extremities.

Labs: I review her labs in detail with the patient. Her hemoglobin A1c is 5.9 and it was 6.4 in August 2022, through Health For All. Her fasting blood sugar was 126. The rest of the chemistry was normal. Uric acid was slightly high at 7.2, but she is asymptomatic. CBC was normal. Lipids do show that her total cholesterol is 266, triglyceride 163, HDL though is 131 and LDL is 107. Her previous labs in August 2022, showed triglyceride of 655 and HDL was 95. LDL was higher then at 166. Her vitamin D level was low normal at 27. UA was completely normal and urine for microalbumin studies was okay also. There was a BNP ordered, but no results available.
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Assessment:

1. Type II diabetes mellitus, which is very controlled.

2. Generalized anxiety disorder.

3. Hypertension. At this time, the blood pressure is stable. I did review the medications again with her.

4. Hyperlipidemia.

5. Vitamin D deficiency.

6. Some venous insufficiency in both lower extremities.

Plan: I did tell the patient that she should stay off the spironolactone at this time, continue the carvedilol as before and all other medications as before. She also reported taking one gummy CBD 1 mg daily for peripheral neuropathy most days. I also recommended taking vitamin D3 2000 units one a day. She is skeptical about vitamins or any supplements, but she is inquiring about the noni juice. I did tell her to talk to Dr. Dave about it at the next visit. I did not start any treatment for her lipids at this time. Ideally, she should be on an agent to keep the LDL in goal under 70. She wants a copy of her lab reports, which we did give. I also made copies of the blood pressures that she brought. Overall, the patient had a good visit and I answered all her questions. She will continue the rest of her medications as before. I did ask her to see Dr. Dave back in four weeks.
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