SERRANO, MARIA
DOB: 06/09/1972
DOV: 04/10/2025
HISTORY: This is a 52-year-old female here for routine followup.
Ms. Serrano has a history of morbid obesity, hypertension and diabetes type II. She is here for followup for these conditions and medication refill. She states that since her last visit she has had no need to seek medical, psychological, surgical or emergency care. She, however, reports increased joint pains. She states that she works as housekeeping and is on her feet for long periods and notices her knees and back are very painful during these activities. She also indicated that her lower extremities swell and sometimes they are painful in the calf.

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: The patient reports abdominal discomfort on occasions. She reports suprapubic discomfort, occasional frequent urination and pain with urination.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady.

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 150/92.

Pulse is 107.

Respirations are 18.

Temperature is 98.1.
HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs. There is mild bruit on the left.

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.
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ABDOMEN: Distended secondary to obesity. She has some mild discomfort with palpation diffusely on the suprapubic region. No peritoneal signs. No rebound. No guarding. She has normal bowel sounds.

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

EXTREMITIES: Bilateral lower 1+/2+ pitting edema. Calf is tender. Bilateral knee joints are diffusely tender. No effusion present. Knee joints are stable.

NEURO: She is alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Diabetes type II.
2. Morbid obesity.
3. Hypertension.

4. Vitamin D deficiency.

5. Medication refill.

6. Carotid stenosis.

PLAN: We did ultrasound to assess the patient’s abdomen organ systems because of this distended abdomen. These studies are unremarkable. Study of her neck reveals mild narrowing of her right carotid artery. I will monitor because the stenosis is very mild at the moment and we will monitor and repeat studies in about six months or so.
Studies of her lower extremities reveal no DVT or stenosis. The patient’s medications were refilled as follows:
1. Irbesartan 300 mg one p.o. daily for 90 days #90.

2. Vitamin D3 50,000 units one p.o. weekly for 90 days #12.

3. Metformin 500 mg one p.o. b.i.d. for 90 days #180.

4. I will start Ozempic as the patient is not getting good results with metformin. Ozempic 2 mg/3 mL, she will start at 0.5 mg subQ weekly for 90 days.
She was given the opportunity to ask questions and she states she has none.
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