PAGEL, VERONICA
DOB: 09/27/1970
DOV: 03/25/2026
HISTORY: This is a 55-year-old female here for medication refill.
Ms. Pagel has a history of hypertension, diabetes, chronic pain from inflammatory arthritis. She is here for followup for these conditions and medication refills. She states since her last visit, she has had no need to seek medical, psychological, surgical or emergency care.

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 fatigue. She states starting Sunday, she feels “drained.” She stated that she was outside working, but indicated that she drank lots of fluids and is not sure if she is dehydrated.
She denies headache. She denies chest pain. She denies shortness of breath. Denies cough.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress. The patient has a large Stanley Cup of water and is sipping on it and she does not appear to be vomiting or nauseated.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 131/81.

Pulse 114.

Respirations 18.

Temperature 98.2.
HEENT: Normal.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. The patient is tachycardic at 114 (this could be from dehydration, the patient is tolerating p.o. fluids well and IV fluid is not quite indicated).
ABDOMEN: Nondistended. No guarding. No visible peristalsis.
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. Diabetes type II.

2. Hypertension.

3. Fatigue.

4. Tachycardia.

5. Chronic pain from inflammatory arthritis.

PLAN: Today, in the clinic, because of the patient’s fatigue, the following were done. CBC, CMP, ferritin, A1c, B12, vitamin D and TSH.

A urinalysis was also done today. Urinalysis revealed glucose of 500. The patient has a history of poorly controlled diabetes and this may be a contributing factor to her fatigue. She is currently taking Ozempic and she reports that her sugars whenever she checks them they are normal.

Ultrasound was done also to assess the patient’s report of fatigue. Ultrasound was done of the patient’s abdomen, retroperitoneal, thyroid, circulatory system.

Her medication was refilled as follows: Tramadol 50 mg one p.o. b.i.d. for 30 days #60, no refills. She was advised to continue increasing p.o. fluids, to return to the clinic if her fatigue gets worse. She states she understands and will comply.

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