VASCOIS, OLANDA
DOB: 10/14/1968
DOV: 03/08/2023
REASON FOR VISIT: The patient is a 54-year-old female who presents with complaint of left eye redness. She has a history of diabetes, hypertension, and hyperlipidemia. Apparently, the patient has not taken a medication for blood pressure in quite a while. Also she complained of lower extremity pain. She has not been taking diabetes medication well. She denies any blurred vision or eye pain.

ALLERGIES: The patient has no known drug allergies.
REVIEW OF SYSTEMS:
HEENT: ENT, the patient denies any nasal discharge. No ear pain. No loss of hearing. Denies any sore throat. No painful swallowing. Eyes, the patient denies any blurred vision. Complaint of left eye redness.

CARDIAC: The patient denies any chest pain or palpitations.

RESPIRATORY: The patient denies any shortness of breath or cough.

GI: The patient denies any abdominal pain. No nausea, vomiting, or diarrhea.

SKIN: The patient denies any rash or abrasion.

MUSCULOSKELETAL: The patient denies any joint pain or joint swelling. She complained of lower extremity pain and tingling with tingling cessation.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient appears well groomed. She is alert and oriented with no acute distress.

VITAL SIGNS: Weight 153.8 pounds. O2 saturation 98%. Blood pressure 166/68. Pulse 69. Respirations 18. Temperature 98. Repeat blood pressure after clonidine 0.1 mg was 144/71.
HEENT: PERLA. EOMI. Tympanic membrane pearly grey. No erythema. Right conjunctivitis noted in the left eye.
NECK: Supple. No stiffness. No adenopathy.

HEART: S1 and S2 audible with regular rate and rhythm. No murmur noted.

LUNGS: Clear bilaterally. No wheezes. No crackles. No orthopnea.

ABDOMEN: Soft. Bowel sounds x 4 active. No tenderness. No palpable masses.

EXTREMITIES: The patient moves all extremities voluntarily with no jiont stiffness.

NEUROLOGIC:  The patient is alert and oriented x3. No deficit noted. Reflexes equal in all extremities.

SKIN: Warm and dry. No lesions. No abrasion. No erythema.
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LABS: The patient had a fasting lab of complete metabolic panel, lipid panel, thyroid profile, and CBC with differential. The patient had a finger speak and blood sugar was 237 mg/dL. The patient also had an EKG, she is in normal sinus rhythm. Ultrasound of the carotid and motor systems conducted all currently within normal limits. The patient will return to clinic in a week for lab results

DIAGNOSES: Severe hypertension, hyperglycemia, left acute conjunctivitis.
PLAN: Prescription given for metformin 1000 mg one p.o. b.i.d., quantity #180, losartan/HCTZ 100/12.5 mg one p.o. daily quantity #90, atorvastatin 20 mg one p.o. q.h.s., quantity #90, and gabapentin 300 mg one p.o. b.i.d. quantity #60.
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