CLINIC VISIT NOTE

SANDOVAL, ARCHIDENA
DOB: 05/30/1965
DOV: 06/03/2022

The patient presents to the clinic asking for refill of medications and potassium.
PRESENT ILLNESS: The patient is here for refill of medications. According to the patient, she ran out of medications, she could not get up here for refills, having trouble with transportation, became more distressed with trouble breathing, was taken to Conroe Regional Medical Center where she has been hospitalized for two weeks, now released, given medications to help her for the next few days so that she can get to the clinic to get refills. She states she had a fall with injury to the right foot and knee, receiving physical therapy in the hospital with walker, wants to continue physical therapy if possible at home. She states that she had physical therapy years ago for a fractured foot. The patient continues to have respiratory distress, using O2 cannula 2.5 L and using handheld nebulizer and nebulizers at home. They help with respiration. Denies still smoking, but has a history of excessive prolonged tobacco use. The patient had come to the clinic off and on over the past several years. The patient had lab work at the hospital. We do not have current labs on chart.
PAST MEDICAL HISTORY: Hypertension, COPD, hyperlipidemia, GERD, and deep vein thrombosis.
PAST SURGICAL HISTORY: Both eyes and right ankle.
CURRENT MEDICATIONS: See chart. Medications reviewed with the patient. Long list of medications brought from hospital. Long list of medications on chart. *__________* integrated with discussion with the patient to determine *__________*  of needed medications. The patient has been on clonazepam and hydroxyzine in the past. She states that she wants to stay on hydroxyzine, but states that she was given Xanax in the hospital and she thinks that worked better, requesting to continue on Xanax. She describes problems at home with husband; he is working, on difficulty getting him to bring her to the clinic and help her to get her medications and pay deductibles.
ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Otherwise noncontributory.
FAMILY HISTORY: Otherwise noncontributory.
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REVIEW OF SYSTEMS: As above. Past medical history as above with history of peripheral neuropathy, allergic rhinitis, hypertensive cardiovascular disease, COPD, GERD, congestive heart failure, DVT, HLD, anxiety and sleep disorder.
PHYSICAL EXAMINATION: General Appearance: The patient is in mild distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: TMs are clear. Pupils are equal and reactive to light and accommodation. Extraocular muscles are intact. Funduscopic benign. Nasal and oral mucosa negative for inflammation or exudates. Neck: Supple without masses. Lungs: Decreased breath sounds with scattered wheezes and rhonchi with PO2 saturation 94%. Heart: Regular rhythm without audible murmurs with PMI displaced midclavicular line. Abdomen: Soft without organomegaly or tenderness. Back: No CVA tenderness. Skin: Ischemic atrophic changes. Skin: 1+ pedal edema. Neuropsychiatric: Within normal limits.

IMPRESSION: *__________*  as listed before on chart and stated in present illness.
PLAN: We will refill all her current medications. Continue Xanax rather than lorazepam. Continue O2 nasal cannula 2.5 L. The patient will need to be seen for followup in one month for refill of controlled substances; given prescription for three months with precautions against running out of her medications in the future, to get necessary help getting to the clinic as needed from husband or daughter if necessary.
John Halberdier, M.D.

