PAGEL, VERONICA
DOB: 09/27/1970
DOV: 06/13/2022
HISTORY: This is a 51-year-old young lady here for a followup. Ms. Pagel has a history of inflammatory arthritis, chronic pain, hypertension, diabetes type II, hypercholesterolemia, and vitamin D deficiency. She is here for a followup for these conditions and medication refill. 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 itchy rash on the trunk and upper extremities. She states at night this rash is extremely itchy and cannot get to have a goodnight sleep because she is itching so much. She reports approximately three or four days ago she traveled to another state where she slept in the bed and noticed rash after sleeping in this new bed. The patient denies nausea, vomiting or diarrhea. She denies headache or stiff neck. Denies increased temperature. She states she is eating and drinking well.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 136/86.
Pulse 100.

Respirations 18.

Temperature 97.2.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. She has normal bowel sounds. No tenderness to palpation. No peritoneal signs. No visible peristalsis.
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SKIN: She has erythematous papules that are distributed in a linear fashion (burrows). Lesion is discretely distributed in her upper extremities, her trunk, and her hand in the webspace region.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Inflammatory arthritis.

2. Scabies.

3. Chronic pain.

4. Hypertension.

5. Diabetes type II.

6. Hypercholesterolemia.

7. Vitamin D deficiency.

The patient’s medications were refilled as follows.

1. Cymbalta 60 mg one p.o. b.i.d. for 30 days, #60.

2. Celebrex 200 mg one p.o. b.i.d. for 90 days, #180.

3. Tramadol 50 mg one p.o. b.i.d. for 30 days, #60.

4. Metformin ER 500 mg two p.o. b.i.d. for 90 days, #360.

5. Lisinopril 10 mg one p.o. daily for 90 days, #90.

6. Singulair 10 mg one p.o. daily for 90 days, #90.

7. Simvastatin 40 mg one p.o. q.h.s. for 90 days, #90.

8. Vitamin D3 50,000 units one p.o. weekly for 90 days, #13.
She was given the opportunities to ask questions, she states she has none. The patient stated that she will not have labs drawn today. She states about a month or so ago she was in the emergency room and had labs drawn and she was told everything was normal; she will bring a copy of these labs for us sometime in the future.
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