Clinic Visit Note
Patient’s Name: Kimberly Meyers

DOB: 05/16/1969
Date: 11/04/2025

CHIEF COMPLAINT: The patient came today with a chief complaint of constipation, rashes, high amount of caffeine amount, follow up for hypertension and schizophrenia.

SUBJECTIVE: The patient came today with her sister complaining of constipation on and off and she has not seen any blood in the stools. She is advised to increase fiber intake.

The patient has developed rash in both the elbows it is sometimes pruritic. There is no redness or pus formation. She never used any medications and she has this for few months.

Sister stated that the patient consumes 8-10 cups of coffee every day and she has been doing this for the past several years. The patient is advised to slowly cut down the caffeine intake.
The patient came today as a followup for hypertension and needs refills on amlodipine medication. The patient described no chest pain or shortness of breath.

The patient also came today as a followup for schizophrenia she is going to be seen by psychiatrist and she is on medications, but she is feeling fine now.

REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, leg swelling or calf swelling, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypertension and she was on amlodipine 2.5 mg tablet once a day along with low-salt diet.

The patient has a history of insomnia and she is on trazodone 150 mg once at the bedtime. The patient has a history of depression and she is on venlafaxine ER 150 mg tablet one tablet everyday along with risperidone, haloperidol, and clozapine.
SOCIAL HISTORY: The patient lives with her sister and she currently does not work. The patient has four children and she has disability due to schizophrenia.
The patient has no history of smoking cigarettes or alcohol use.

OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.

ABDOMEN: Soft without any tenderness and bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.

PSYCHOLOGICAL: The patient has normal affect.
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