JANIEC, JENNIFER
DOB: 04/19/1994
DOV: 12/27/2023
HISTORY: This is a 29-year-old female here for routine followup.

Ms. Jennifer Janiec has a history of hypertension, tachycardia, obesity, elevated cholesterol, vitamin D deficiency, is here for followup for these conditions and medication refill. She states since her last visit she has had no need to seek medical, psychological, surgical, or emergency care.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: She reports occasional headache, which she described as pressure like located in the right parietal region. She states that it is not the worst headache of her life, but sometimes when it comes, she feels as if she is going to die and she has to lie back and apply ice and then headache will subside. She reports a stressful job. She states that she is in sales and usually is required to meet quota. She has had a CT scan in the past for brain without contrast and the study was normal.

All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

GENERAL: She is an alert and oriented, obese young lady.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 113/75.
Pulse 114.

Respirations 18.

Temperature 98.1.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. Heart rate is 114 tachycardic; this is chronic (the patient was referred to a cardiologist at one point when she had a complete evaluation by the cardiologist, she was assessed, she was advised that nothing is wrong).
ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
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. Tachycardia.

2. Hypertension.

3. Obesity.

4. Hypercholesterolemia.

5. Vitamin D deficiency.
6. Headache.

PLAN: About the patient’s headache, she states that she has a history of migraine, but this pain feels a little different. She was referred to a neurologist. She was given consultation with telephone number and address for this specialist.
The patient’s medications were refilled as follows. Lisinopril 20 mg one p.o. daily for 90 days #90. The patient last visit declined cholesterol medication and medication for her vitamin D deficiency. I will go ahead and repeat her labs and we will recommend intervention based on the lab results. Lab study will be done with CBC, CMP, lipid profile, A1c, T3, T4, TSH, vitamin D.
She was given the opportunities to ask questions, she states she has none.
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