HENRY, DORIS
DOB: 11/20/1939
DOV: 03/31/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today with no complaints or issues with her current medication regimen. She had labs drawn approximately nine months ago and was told to go due to her increase in A1c from metformin 500 mg a day to 500 mg b.i.d. She stated that dropped her blood sugars too much, so she is continued on just 500 mg a day. Other than that, she states she does not change her diet or start any exercise plan at this time, but requesting a refill on her medications.

PAST MEDICAL HISTORY: Hypertension, diabetes, and dyslipidemia.

PAST SURGICAL HISTORY: Complete hysterectomy.

ALLERGIES: SULFA and ASPIRIN.
SOCIAL HISTORY: No reports of ETOH or tobacco use.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert, and oriented x 3, no acute distress noted.
EENT: Within normal limits.

NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

ASSESSMENT: Hypertension, diabetes and dyslipidemia.

PLAN: We will refill the current medication regimen as is and draw labs and adjust as needed when the labs come in, in a few days. The patient is discharged in stable condition.
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