KING, CATHLEEN
DOB: 03/15/1964
DOV: 03/15/2025
HISTORY: This is a 61-year-old female here for routine followup.
The patient has a history of hypertension, hypercholesterolemia, diabetes type II and neuropathy. She is here for followup for these conditions and medication refills. She states that she was recently seen here by another provider and she had an ultrasound of her thyroid, which revealed a thyroid enlargement versus mass and states she was given a consult for ultrasound and further evaluation of her thyroid, but it was never done. She is requesting a new slip to have the thyroid scan done.

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 is 97% at room air.

Blood pressure is 152/81.

Pulse is 87.

Respirations are 18.

Temperature is 97.7.

The patient informed me that the current medication she is taking does not seem to be doing good in controlling her blood pressure. She states at nights her blood pressure is sometimes very high as high as even 195 systolic and is requesting something else to help besides what she is currently taking.
HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs. Large mass on the left thyroid, suspect this to be goiter, it is mobile and nontender.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding.

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

EXTREMITIES: Full range of motion of upper and lower extremities. She has 1+ pitting edema bilateral lower extremities.
NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Hypertension (not well-controlled).
2. Hypercholesterolemia. Review of her labs, which were done in December 2024, revealed cholesterol all levels are normal.
3. Diabetes type II.
4. Neuropathy.

PLAN: The following medications were refilled for the patient:
1. Crestor 10 mg one p.o. daily for 90 days #90.
2. Metformin 500 mg one p.o. b.i.d. for 90 days #180.
3. Clonidine 0.2 mg one p.o. at bedtime (this medication is new, it is added to the patient’s current regimen to take at nighttime). She is strongly encouraged not to drink alcohol or drive with this medication. She was advised to do record of blood pressure for us to reevaluate it to see if this medication makes a difference.
4. Actos 30 mg one p.o. daily for 90 days #90.
5. Losartan/hydrochlorothiazide 100 mg/12.5 mg one p.o. daily for 90 days #90.
Labs are not indicated today as the patient had labs done less than three months ago. She was given the opportunity to ask questions and she states she has none. The patient was given a consult to GI for screening colonoscopy; she indicated that she has a strong family history of colon cancer. Also, given a consult to go to radiology clinic at Memorial Hermann to have the thyroid scan done. She was given the opportunity to ask questions and she states she has none.
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