MCMICHAEL, KIMBERLY

DOB: 03/19/1957

DOV: 03/21/2024
HISTORY: This is a 67-year-old female here for followup.

The patient states she was here on 03/12/2024 had labs drawn, is here to follow up on the results today. She states that she has no complaints.
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: All systems were reviewed and were negative.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 sat 96% at room air.

Blood pressure 120/69.
Pulse 67.
Respirations 18.
Temperature 98.3.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: No peripheral edema or cyanosis.
ABDOMEN: Non-distended. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.
ASSESSMENT:
1. Hypercholesterolemia.

2. Vitamin D deficiency.
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PLAN: The patient and I reviewed her labs. Labs reveal total cholesterol of 267 versus 200, triglycerides 144 versus 100, HDL cholesterol is 104. Vitamin D is also mildly decreased at 27. The patient was educated. We had a lengthy discussion of lifestyle changes. She is not inclined to start cholesterol medication, she states she wants to do lifestyle changes and return in three months for reassessment of cholesterol levels; if it continues to go up, we will initiate medication at that point. The patient is in agreement with this plan. She was comfortable with my discharge plans.
She was given the opportunity to ask questions, she states she has none.
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