MONDRAGON, AURELIA
DOB: 09/25/1967
DOV: 07/20/2023
HISTORY: This is a 56-year-old female here for elevated blood pressure. The patient stated that this has been going on for approximately two months or so. She states that accompany whenever her blood pressure is elevated and she will have a headache and sometimes some numbness in the side of her face. She states that she does not have a headache now nor are any numbness now, but it comes and goes, states that her last episode is approximately four or five days ago. She states whenever the headache is present it is located in the back of her head and sometimes on the left side. She states that these headaches are usually not the worst of her life and usually goes away whatever her blood pressure goes down.
PAST MEDICAL HISTORY:
1. Hypertension.
2. Hypothyroidism.

3. Pre-diabetic.

4. DJD.
PAST SURGICAL HISTORY: None.
MEDICATIONS:
1. Levothyroxine

2. Flexeril

3. Tramadol.

ALLERGIES: No known drug allergies
LAST MENSTRUAL PERIODS: 2020.
SOCIAL HISTORY: Denies tobacco, alcohol, or drug use.
FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady, in no acute distress.

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 109/67.
Pulse 85.
MONDRAGON, AURELIA
Page 2
Respirations 18.

Temperature 97.8.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
CARDIAC: Regular rate and rhythm with grade II systolic murmur or best on the right upper sternal border. No peripheral edema. No cyanosis.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
ABDOMEN: Distended secondary to obesity. No rebound. No guarding. No visible peristalsis.

EXTREMITIES: Full range of motion of upper and lower extremities. Mild discomfort with range of motion of left knee. She bears weight well with antalgic gait.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Cardiac heart murmur.

2. Headache.

3. Hypertension.

4. Hyperglycemia.

5. Chronic joint pains (DJD).

6. Obesity.

PLAN: Today in the clinic, we did the following finger stick, finger stick for glucose is 122. The patient was offered a CT scan but she indicated she cannot afford a CT scan to be done. She was given requisition to have one done on routine basis with local radiology clinic.

EKG was done, this patient’s EKG reveals normal sinus rhythm at a rate of 84. She was given the opportunity to ask questions she states she has none. The patient was sent home with aspirin 81 mg. She was advised to take one daily anterior risk to report back with a CT scan. She was strongly encouraged to go to the emergency room if symptoms return. She was given the opportunity to ask questions she states she has none.
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