CLINIC VISIT NOTE

HENRY, DORIS
DOB: 11/20/1939
DOV: 04/04/2025
The patient is seen for recheck labs and increased blood pressure. Blood pressure is 160/87 today. The last night fasting blood sugar was 79.
PAST MEDICAL HISTORY: As per chart.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. 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. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

Blood pressure recorded today, it was still elevated 160/80.

DIAGNOSES: Hypertension poor control with insulin-dependent diabetes mellitus.

PLAN: The patient was advised to increase dose of metoprolol from 50 mg once a day to twice a day. Continue to follow up blood sugar. Given extra metoprolol that would give her three-month supply and to follow up in the next few days if blood pressure does not return to normal.

John Halberdier, M.D.

