CLINIC VISIT NOTE

HENRY, DORIS
DOB: 11/20/1939
DOV: 05/02/2025
The patient presents for followup of weight loss. She has history of hypertension, diabetes mellitus, hypothyroidism, hyperlipidemia; on multiple medications, see chart, including Lantus and metformin. She states she has been doing better. She states her systolic blood pressure increased to 186 five days ago, upset after, but subsequently has been within normal limits.
PAST MEDICAL HISTORY: Type II diabetes on insulin, hypertension, high lipid disease, and constipation.
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. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Noted lesion resolving in the periorbital area.

DIAGNOSES: Followup blood pressure, shingles resolving,

PLAN: The patient was discharged. To follow up with ophthalmologist. The patient was advised also to follow up for refills and as needed.
John Halberdier, M.D.

