CLINIC VISIT NOTE

WALSTON, JANET
DOB: 12/28/1940
DOV: 03/28/2022

The patient is seen with history of anemia and slight lethargy, followup from hospital with removal of the right hip in November.
PRESENT ILLNESS: Followup hip fracture 11/21, able to ambulate yet with some pain with recent negative followup by orthopedist.
PAST MEDICAL HISTORY: History of hypertension, anxiety, and anemia.
PAST SURGICAL HISTORY: Hysterectomy partial, appendectomy, tonsillectomy, and right hip replacement.
CURRENT MEDICATIONS: See list.
ALLERGIES: CODEINE.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Feels slightly lethargic with history of anemia. Past history of right hip replacement 11/21.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Unremarkable. Head, eyes, ears, nose and throat: Noncontributory. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Back: Without abnormality. Skin: Negative for rash or lesions. Extremities: Negative for tenderness with restricted range of motion. Neuropsych: Oriented x 4. Cranial nerves II through X intact. Motor and sensory function intact. No mood or affect disorder.

The patient had comprehensive labs including serum iron and total iron-binding capacity with medications refilled.

DIAGNOSES: History of hypertension, anemia, allergic rhinitis and anxiety.
PLAN: Medications were reviewed and including Xyzal, sertraline, Xanax, metformin, lisinopril, hydrochlorothiazide with followup in few months and after review of lab work, additional evaluation and treatment.
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