PATIENT NAME:  Catherine Muller
DOS:  07/08/2022
DOB:  01/18/1936
HISTORY OF PRESENT ILLNESS:  Ms. Muller was seen in her room today for a followup visit.  She states that she has been having headaches worse during the daytime and she states that it progressively gets worse.  She is somewhat better during the morning, but gets worse as the day progresses by.  She denies any blurring of vision.  She denies any complaints of any nausea or vomiting.  She denies any diarrhea.  She denies any fever or chills.  She has been taking Tylenol, but it has not caused much relief.  She denies any other symptoms or complaints.

PHYSICAL EXAMINATION:  General appearance was normal.  HEENT:  Examination was normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Headaches.  (2).  History of subdural hematoma.  (3).  Left hip fracture.  (4).  History of UTI.  (5).  Hypertension.  (6).  Hyperlipidemia.  (7).  Atrial fibrillation.  (8).  DJD.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  I have suggested that we get a CT scan of her head in view of the history of subdural hematoma to further evaluate it.  We will use Tylenol with Codeine for the headaches in the meantime and continue other medications.  She was encouraged to do therapy once the CAT scan is done.  We will continue other medications.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.
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