ZUNIGA, VICTORIA
DOB: 09/10/1970
DOV: 06/26/2025
HISTORY: This is a 54-year-old female here with fatigue. The patient states this has been going on for approximately a week or go. She came in today because she states she started having some palpitations. She denies chest pain. Denies nausea, vomiting, or diarrhea. Denies shortness of breath. She states she has dry cough.
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 feeling nervous and weak.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 176/96.

Pulse 90.

Respirations 18.

Temperature 97.2.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

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.

ABDOMEN: _______ nondistended. No guarding. No visible peristalsis. No tenderness to palpation.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Elevated blood pressure.

2. Fatigue.

3. Peripheral neuropathy.
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4. Extremity weakness.

5. Palpitation.

6. Weakness.

EKG was done in the clinic today. EKG is normal rhythm, regular rate and rhythm. QRS is narrow. The patient has no exertional dyspnea.

PLAN: The patient was offered the following blood tests. A fingerstick here in the clinic and to send off CBC, CMP, lipid profile, A1c and the patient declined citing funding.

The patient was given Catapres 0.2 mg p.o. She was observed in the clinic and her blood pressure monitored. It came down to 118/84 and 110/84 respectively.
The patient reports some weakness in her extremities, she states, in both lower extremities and both upper extremities. I will send her for a CT scan of the brain just to rule out any cerebral lesions that may be causing her numbness and weakness in the lower extremities.

The patient received the following medication in the clinic today. Clonidine 0.2 mg. Blood pressure was rechecked and outlined above.
The patient was given Zofran 4 mg sublingual as she reports nausea and near vomiting.
The patient was given clonidine 0.2 mg and her blood pressure was rechecked upon discharge and it was much improved.

The following tests were done in the clinic: strep, flu, and COVID. These tests were all negative. An EKG was done. EKG does not reveal acute injuries. QRS is narrow. No ST segment elevation. Rate is regular rhythm.

The patient was observed in the clinic for approximately 20-25 minutes, then reevaluated. She reports improvement after Zofran and clonidine. She states she is comfortable with my discharge instructions. The patient was advised, however, that because of her symptoms and her blood pressure, she must go to the emergency room for further evaluation. She states she understands, but does not want to go to the emergency room; she states “I do not have insurance and they will charge me a lot.”

The patient was sent home with the following medication. Clonidine 0.1 mg, take one at bedtime.

She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

