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HISTORY OF PRESENT ILLNESS: This is a clinical case of a 68-year-old Hispanic female with a past medical history of anemia, diabetes mellitus, hyperlipidemia, hypertension and chronic back pain. Basically, the patient came in today for a six-week followup visit and lab results review. According to the patient, she is doing fine. Denies any complaints whatsoever and she is not doing any diet at all. The patient just came back from Puerto Rico. She states that she is having left hand trigger finger and it hurts. She is also having a chronic back pain and she is taking Tylenol. Denies any urinary issues. The patient denies smoking or alcohol intake.

CURRENT MEDICATIONS: She is on folic acid 400 mcg every day, vitamin B12 100 mg every day, Detrol LA 4 mg every day, quinapril 5 mg every night, Crestor 20 mg every night, omeprazole 20 mg every day, omega-3 daily, aspirin 81 mg every day, and glimepiride/metformin 5/500 mg twice a day.

LABORATORY DATA: WBCs 8.5, hemoglobin 12.1, hematocrit 38, and platelets 292,000. Chemistry – sodium 141, potassium 4.1, BUN 10, creatinine 0.61, calcium 9.3, alkaline phosphatase 96, AST 24, and ALT 21. Hemoglobin A1c is 7.0. Lipid profile – total cholesterol is 247, HDL 39, LDL 193, and triglycerides 124. TSH 1.3. Urinalysis is within normal limits. The patient had an x-rays of lumbar area. The patient is with moderately severe degenerative changes in the lumbar spine.

Physical examination: General: The patient is in not acute distress, alert and oriented. Vital Signs: Body weight 142 pounds, respiratory rate 18, O2 saturation 99% on room air, pulse 66, and blood pressure 132/70. HEENT: Head is normocephalic. No trauma. Neck: No jugular vein distention. No carotid bruits. No adenopathies. Neck is supple. Heart: Regular rhythm. No murmur. No gallops. Lungs: Clear to auscultation. Abdomen: Soft and nontender. No rebound. No masses. Positive bowel sounds. Extremities: No pitting edema. Neurological: No deficits. Skin: No skin lesions.

Assessment/PLAN:
1. Diabetes mellitus. Hemoglobin A1c is 7.0. The patient will continue with current medications. I will check hemoglobin A1c in three to four months.

2. Hyperlipidemia. Elevated LDL. The patient needs to take Crestor 40 mg every night. I advised the patient to watch her diet. The patient is fully aware of risks such as strokes or even MI. Lipid profile to be monitored in two months.

3. Hypertension. The patient will continue with current medications, stable and monitor. Low salt intake and lose weight.

4. History of anemia. CBC is within normal limits at this time.

5. Urinary incontinence, on medication, stable and monitor.

6. Low back pain. The patient already had x-rays. The patient needs to have an MRI. X-rays shows severe degenerative changes on the lumbar spine. The patient needs a lumbar MRI. Once I get the results, I will contact the patient. In the meantime, the patient needs to take Tylenol p.r.n. I will consider to refer the patient to spine surgeon if the MRI is abnormal.

I discussed with the patient diet, exercise, medication compliance, and lose weight. Otherwise, the patient will be back in two months with CBC, CMP, lipid profile, hemoglobin A1c, and urinalysis. The patient had a mammogram last October 2011 and it was normal. She also has been seeing a local cardiologist, Dr. Altieri, stable and monitor.

The patient agreed with plan and treatment.
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