GRIDLAND, SONYA
DOB: 10/12/1975
DOV: 10/15/2025
HISTORY: This is a 50-year-old female here with complaint of “my blood pressure is elevated”. The patient stated she has been monitoring her blood pressure closely and noticed that her numbers systolic are well above 140, she stated the highest has been is 188 and indicated that she came in today because she is having some discomfort in the back of her head and stated whenever her blood pressure is elevated she will experience that symptom. The patient also indicated that she was recently evaluated by a behavior specialist/psychologist and she has started some new medication. She did research and stated the side effects of some of the medication is increased blood pressure. The patient states she thinks she may need to have additional or increased dosage of her current regimen.
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 except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 187/97.

Pulse is 60.

Respirations are 18.

Temperature is 97.1.

HEENT: Normal.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

EKG was done in the clinic today. EKG is normal sinus rhythm. No acute injury demonstrated. No ST segment elevation. No significant Q-waves. No PTs.

The patient was advised to come back, so we can have some labs drawn to see if her cholesterol has improved from the last time she was here.
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ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Hypertension.
2. Obesity.
PLAN: The patient and I had a lengthy discussion about diet. She indicated that she has been eating out a lot recently. We also talked about the exercises. She indicated that that is almost zero. She states she exercises whenever she remembers.
The patient and I had a lengthy discussion about lifestyle management. She was accompanied by her daughters who indicated that they will make sure that they motivate her to exercise. She was given an increased dosage of her clonidine from 0.1 mg to 0.2 mg, she will take one p.o. at bedtime for 30 days with two refills. The rationale for giving 30 days is just in the event that the patient does not tolerate this new regimen, she would not waste 90-day supply of the medication.
She was given the opportunity to ask questions and she states she has none. She indicated that she will return to have labs drawn.
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