KARALIS, KELLIE
DOB: 03/17/1976
DOV: 12/09/2024

HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today stating that she has been feeling lightheaded, had dry mouth and it just started at work today. She has not worked for an extensive amount. She did not do anything extensively over the last couple of days. She would like to have her vitals checked as well as her sugar.
PAST MEDICAL HISTORY: Hypothyroidism, depression, and anxiety.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rash or lesions.
LABS: Labs in office, which is a fingerstick blood sugar and showed 69.

ASSESSMENT: Fatigue and vertigo.
PLAN: Advised the patient due to her amount of fatigue and dizziness to go to the emergency room for further evaluation. We will draw labs on her now in the office. She states she does not know when the labs were done or her thyroid medication has been changed per her primary. We will notify her of her lab results, also instruct the patient due to her insurance we would not be able to do a referral or medication adjustments, but we let her know, so she can inform her primary. The patient is discharged in stable condition.
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