CLINIC VISIT NOTE

DIMAS DE OJEDA, CARNELITA
DOB: 08/14/1958
DOV: 09/27/2024
The patient presents with complaints of lethargy for the past two weeks with reported pain in the posterior skull like headache, with reported dizziness, on medications for blood pressure and with diuretic and hydroxyzine she takes at bedtime. She was seen at Dr. D’s freestanding ER in the woman’s six months ago with evaluation, told that everything was basically negative, with medications as above. She uses inhaler.
PAST MEDICAL HISTORY: *__________* stopped because he was not on her insurance a year ago, he could not see her anymore, saw Dr. D six months ago one time with refill of medications.
SOCIAL & FAMILY HISTORY: Stress from her children, lives alone. She states she works as a housekeeper two days a week.
REVIEW OF SYSTEMS: She uses inhaler at bedtime. Questionable shortness of breath without history of asthma or COPD.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. No definite posterior occipital tenderness. 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.

The patient had UA, random blood sugar and EKG performed all of which were normal.

FINAL DIAGNOSES: Hypertension, history of lethargy, probable tension headaches, stress reaction, with mild depression.
PLAN: The patient was recommended to take Zoloft with NSAIDs and Tylenol as needed for headache and pain. Advised to follow up by PCP on insurance and to follow up here as needed for further evaluation.
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