CLINIC VISIT NOTE

FOWLER, KATRINA
DOB: 03/10/1966
DOV: 03/22/2024
The patient is seen with complaints of inflammation left cheek with some pain for the past several days with history of sleep syndrome diagnosed 20 years ago with rare outbreak, first outbreak in sometime.
PAST MEDICAL HISTORY: History of high blood pressure, GERD, COPD, nicotine dependency with high lipid disease on multiple medications, see chart.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neurological: Within normal limits. Skin: Slightly erythematous with vesicular type lesions to left face measuring 5 cm with slight induration.
DIAGNOSES: Sleep syndrome by history, history of HTN, GERD, COPD, nicotine dependence, and high lipid disease.

PLAN: The patient is to continue medications. She was given cortisone injection dexa 10 mg with prescription for Medrol Dosepak and also Suboxone to take for pain one-half 8 mg film every six to eight hours as needed #10. She states that she was given Suboxone film by her husband who takes it under the care of a psychiatrist for chronic pain, she states she took one-half film 4 mg with relief of pain, asking not to take narcotics. The patient is to follow up as needed.
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