CLINIC VISIT NOTE

MARTINEZ, DOMINGO
DOB: 08/02/1971
DOV: 03/22/2025
The patient presents for refills. He states his last fasting blood sugar was 154 at home two weeks ago. Random blood sugar in the office one and half hours after eating was 475. UA showed presence of 2+ sugar and 1+ proteins.

PAST MEDICAL HISTORY: History of hypertension, severe, controlled with medications, history of diabetes mellitus with history of hyperglycemia with elevated A1c’s greater than 10, history of CVA, and history of high lipid disease.
SOCIAL HISTORY: Noncontributory except unemployed.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Basically, within normal limits. Neuropsychiatric: Basically, within normal limits. Skin: Basically, within normal limits.
The patient had UA and random blood sugar as above.
DIAGNOSES: High lipid disease, diabetes type II with very poor control, and hypertension with good control.

PLAN: Discussed with the patient regarding sugar with poor control, recommended checking fasting blood sugars regularly and trying to eat reduced portions 10-20%, to follow up in one month and see how progressing with fasting blood sugar, consider if he needs starting insulin or referral to an endocrine M.D., should be able to get insulin because of emergent status, discuss that further in the future, given his routine refills.
John Halberdier, M.D.

