CLINIC VISIT NOTE

MUSKIET, DONNIS
DOB: 08/12/1948
DOV: 05/01/2025
The patient is seen for followup. She states she had panic attack this morning after having bad dreams, has been given medications in the past for it. She was seen recently with disturbance of sleep and history of low vitamin D requesting lab work. She was advised to follow up with therapist that she has seen before because of anxiety and insomnia with some depression dealing with home and finances after her husband’s death.
PAST MEDICAL HISTORY: See chart for multiple medical problems and on several different medications.
SOCIAL HISTORY: As in present illness. She is still grieving death of husband recently with financial difficulties now “behind her.”
FAMILY HISTORY: As above. See chart.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in mild distress. Head, eyes, ears, nose and throat: Residual slightly crusted lesions of the right periorbital area with slight inflammation and again without evidence of ocular or corneal injury or involvement. 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: Within normal limits.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Residual periorbital slightly scaled lesion with slight inflammation. 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: Within normal limits.

IMPRESSION: Anxiety disorder with apparent panic attack this morning, recent shingles involving the periorbital area of the right eye without ocular involvement, history of depression and anxiety. See chart for review of other medical conditions.
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PLAN: The patient was advised to continue medications with followup with ophthalmologist for progression of shingles to the right eye. The patient was advised to continue Ativan if needed for anxiety which she still has and states it works well. Given prescription for trazodone low dose to take again that she has taken in the past to help with sleep disturbance, advised to take it nightly. She states that she had taken melatonin last night to help her sleep and she is not sure if that contributed to her panic attack this morning. Advised to hold off from taking melatonin for the time being. Labs reviewed on chart with history of high lipid disease with cholesterol of 242, LDL of 156, slightly increased creatinine at 1.02, and A1c 5.5. Lab work showing some microcytic anemia with a hematocrit of 46.2 and hemoglobin 14.7; otherwise, within normal limits. The patient was advised to seek out psychiatrist as she had seen off and on in the past. She states that he is a Christian psychiatrist, had a church ______ and she had seen him in the past. Advised to contact him for further evaluation and treatment of the emotional state if necessary and will be seen here routinely for refills and further evaluation.
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