CLINIC VISIT NOTE

HERRERA, ELIA
DOB: 08/23/1974
DOV: 08/29/2025
The patient presents with numbness to her face for the past three days. She states it is intermittent with associated slight dizziness walking at work for the past two weeks, off and on for the past two years per history.
PAST MEDICAL HISTORY: History of hypertension and type II diabetes.
SOCIAL HISTORY: She works in a packing factory.
FAMILY HISTORY: Daughter with a seizure few days ago, 14-year-old, with a similar seizure several weeks ago, was seen at Kingwood Hospital without treatment; worried about daughter.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress with mild concerned facies. 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: Within normal limits.

The patient had UA and blood sugar.

FINAL DIAGNOSES: Type II diabetes, hypertension, with facial paresis by history, with suspected hyperventilation disorder, and history of vertigo.

PLAN: Discussed with the patient, recommended to get lab work and to monitor blood sugar, to return in one week and monitor fasting blood sugars and possible referral to neurologist. Encouraged to follow up with evaluation of daughter, to do workup for seizure disorder with proper treatment which she does not feel like she is receiving.
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