CLINIC VISIT NOTE

PARRILIA, ANA
DOB: 11/22/1963
DOV: 03/29/2025
The patient presents with complaints of shingles upper back for five days.
REVIEW OF SYSTEMS: Also, complains of numbness right upper arm with radicular type pain to the hand for the past two weeks with slight weakness. She reports continuing slight vertigo for the past several months, seen at Kingwood Hospital with negative MRI, with questionable lesion in the inner ear without followup, unclear diagnosis.
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. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Showing erythema. There is a patch to right medial T6 level without vesicular lesions, apparently also questionable appearance extending up to the scapula leading to brassiere.

DIAGNOSES: Apparent shingles, hypertensive cardiovascular disease, vertigo with previous negative MRI and questionable radiculopathy, neuropathy right upper extremity.

PLAN: The patient was given Zovirax to take 400 mg five times a day for seven days. She was given Antivert refill to take as needed with fasting labs, sed rate and ANA obtained, requested by the patient. The patient is referred to neurologist for further evaluation of neuropathy. Advised to follow up here as needed in two weeks for further evaluation of shingles.
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