JONES, AMBER
DOB: 06/04/1996
DOV: 12/01/2025
HISTORY: This is a 29-year-old female here for a routine followup.

Ms. Jones has a history of diabetes type II, hypercholesterolemia, anxiety, and vitamin D deficiency. She is here for followup for these conditions and medication refill.

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 indicates that she has a relationship with a male partner who is HIV positive and she would like to start the prep therapy for prevention.

She also reported headache, but states the headache is no longer present. She states the headache was there this morning and as the day went by she became better after she ate.
The patient reports abdominal pain. She states that she has a history of cyst and pain is similar. She states the pain is located in the suprapubic region and sometimes in the center of her abdomen.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress. The patient is on the phone texting and appears well and through the conversation laughing.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 133/96.

Pulse 96.

Respirations 18.

Temperature 98.3.
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.
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ABDOMEN: Distended secondary to obesity. No rebound. No guarding. She has normal bowel sounds. No organomegaly.
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. Medication refill.

2. Diabetes type II.

3. Abdominal pain.

4. Hypercholesterolemia.

5. Anxiety.

6. Vitamin D deficiency.

PLAN: Today, we ordered ultrasound of the patient’s abdomen and pelvis. She will come back on Friday to have these studies done and also labs. The labs include CMP, CBC, A1c, HIV antigen and antibody, and HIV RNA qualitative TMA. These studies are needed prior to initiating prep therapy.
The patient was educated on the requirement for prep therapy which includes her spouse’s/partner’s viral load. She states she does not have that information right now, but will bring it for us next time; research reveals that if the partner’s viral load is undetectable or less than 200, condoms will suffice and prep is not indicated.
She was sent home with the following prescriptions:

1. Hydroxyzine 50 mg one p.o. q.h.s. for 90 days #90.

2. Famotidine 20 mg one p.o. q.h.s. for 90 days #90.

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

4. Simvastatin 20 mg one p.o. daily for 90 days #90.

5. Ozempic 0.5 mg subcutaneously, she will take 0.5 mg subcutaneously weekly for 90 days.

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

She was reminded that on Friday she can have those studies done. She states she will be back on Friday to have it done.

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