SHAUGHNESSY, CHERYL

DOB: 10/14/1958

DOV: 12/28/2023

HISTORY: This is a 65-year-old female here for followup.

The patient states that she was here on 12/27/2023 and had labs drawn. She is here for results. She indicated that she has no complaints.

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: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

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

VITAL SIGNS: 

O2 saturation 98%at room air

Blood pressure 126/71.

Pulse 97.

Respirations 18

Temperature 97.8.

HEENT: Normal.
NECK: Full range of motion. No rigidity.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

ASSESSMENT:
1. Hypercholesterolemia.

2. Hyperglycemia.

3. Vitamin D deficiency.

Review of lab revealed total cholesterol 235 versus 100. LDL cholesterol 155 versus 100. These numbers are elevated, but not significant enough. The patient and I had a lengthy discussion about approaches towards this numbers. She elected lifestyle modification. We had a lengthy discussion about diet and exercises and she states she will try.
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Similar discussion took place because of her elevated glucose to 109 versus 99. 

The patient’s vitamin D was 20 versus 30. She states she has taken over-the-counter vitamin D at 5000 daily. However, this appears sub therapeutic. She was advised to take the 50,000 units weekly. She states she understands and will comply.

She was given the opportunity to ask questions, she states she has none.
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