JOHAL, SUKHPAWAN
DOB: 12/24/1960
DOV: 09/19/2024
HISTORY: This is a 63-year-old female here for routine followup.
Ms. Sukhpawan Johal has a history of diabetes type II. She is here for followup for this condition and medication refill. She states since her last visit, she has had no need to seek medical, psychological, surgical or emergency care and today states she has no complaints.
The patient is requesting that her medication be changed by adding Farxiga to her regimen. She states she does not think that the Humulin and metformin are enough as her sugar continues to be high today. Today’s fingerstick is 312.

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 distress.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 173/98.

Pulse 76.

Respirations 18.

Temperature 97.8.
HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress.

CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT: Diabetes type II, very poor control, could be a question of medication compliance.
PLAN: The patient’s medications will be changed at her request to:

1. Farxiga 5 mg, she will take one p.o. q.a.m. for 30 days #30.

2. Insulin 70/30 units, she will take 12 units subQ every morning for 30 days.

3. Metformin 1000 mg, she will take one p.o. b.i.d. for 30 days #60.

4. Triamcinolone acetate dental paste 0.1% applied to ulcers in her mouth daily; this is a refill of medication received from the dentist.

We did a fingerstick today, the patient’s glucose was 312. The patient and I had discussion about diet and exercise. She states she understands and will comply.

HEALTH MAINTENANCE: Mammogram, the patient received a consult to have a mammogram done. She stated the last one she has had done is many, many, many years ago.
Labs were offered to the patient, she declined. She states that she will come back another day to have her labs drawn and though did not fast and states she does not have the funds for the labs today.

She was given the opportunities to ask questions, she states she has none.
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