CLINIC VISIT NOTE

GARCIA, FLORIDA
DOB: 01/22/1972
DOV: 08/08/2025
The patient presents with history of chills and fever with bitemporal headache for the past two days.

PAST MEDICAL HISTORY: Diabetes type II, hypertension, high lipid disease, low back pain, history of MVA 18 years ago with questionable herniated nucleus pulposus, without followup, only physical therapy. No CT or MRI, still with back pain on and off.
SOCIAL HISTORY: Works two to three days a week.
REVIEW OF SYSTEMS: She had an MRI need to be done, not done, still with pain with history of injury at work several months ago. She states she has been dieting with 9-pound weight loss. She states she was given Rx for Mounjaro, but has not gotten it yet.
PHYSICAL EXAMINATION: General Appearance: No acute distress. 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. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

The patient had flu and COVID testing which were negative.

FINAL DIAGNOSES: Influenza non-A/B, history of diabetes mellitus, high lipid disease, hypertensive cardiovascular disease, and low back pain for the past 10 years and right knee pain for the past several months.
PLAN: The patient was advised to get MRI of her right knee with followup afterwards. Also, advised to follow up if necessary and routine care.
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