YOUNG, PEARLIE
DOB: 06/08/1963
DOV: 01/18/2025
HISTORY: This is a 61-year-old female here for routine followup.
The patient has a history of hypertension. She is here for followup for this condition and medication refill. She states that since she was last seen, she had a fall and is having left shoulder pain and reduced reduction. She states she can only abduct her shoulder so far and not any further. She states she was trying to wait it out, but pain has not changed. She described pain as sharp rated pain 7/10 was with touch and motion and said the pain is located in the lateral surface over AC joint.
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, oriented, and in mild distress.
VITAL SIGNS:

O2 saturation 97% at room air.
Blood pressure 146/91.

Pulse 105. Repeat pulse is 87.
Respirations 18.

Temperature 97.7.

Left shoulder tenderness to palpation in the region of her AC joint reduce abduction. No deformity. No dislocation. No scapular ringing.

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 visible peristalsis. Normal bowel sounds.
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NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

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

ASSESSMENT:
1. Left shoulder pain.
2. Hypertension.

PLAN: The patient comes in for consult for MRI of her left shoulder. I suspect she may have a rotator cuff injury.
Labs were drawn. Labs include CBC, CMP, lipid profile, A1c, TSH, T3, T4, and vitamin D. She was given the opportunities to ask questions she states she has none. Medications was refilled as follows:
Olmesartan/amlodipine/hydrochlorothiazide 40/5/25 mg one p.o. daily for 90 days #90.

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