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HISTORY OF PRESENT ILLNESS: This is a clinical case of a 57-year-old Hispanic female with a past medical history of obesity, hypertension, hypothyroidism, depression, osteoarthritis, family history of colon cancer, and peripheral neuropathy. Basically, the patient came in today for a six-week followup visit and lab results review. According to the patient, she is doing fine, but she states that she is having some insomnia, she is taking trazodone, she thinks that it is not helping her and she is requesting something else to sleep. Otherwise, the patient is doing fine. The patient came in today with her husband. Denies any suicidal or homicidal ideation or plan. The patient denies smoking or alcohol intake.

CURRENT MEDICATIONS: She is taking Synthroid 112 mcg every day, fish oil 1000 mg four times a day, vitamin C 500 mg three times a day, lisinopril 10 mg every day, sertraline 50 mg every day, HCTZ 50 mg every day, Prevacid 30 mg every day, calcium daily 500 mg, aspirin 81 mg every day, and trazodone 50 mg every day.

LABORATORY DATA: Urinalysis is within normal limits. CBC – WBCs 8.5, hemoglobin 14.0, hematocrit 43.8, and platelets 268,000. Chemistry – glucose level 106, sodium 142, potassium 3.6, BUN 11, creatinine 0.7, calcium 9.7, ALT 14, AST 18, and alkaline phosphatase 83. TSH 1.46. Lipid profile – total cholesterol is 204, triglycerides 151, HDL 48, and LDL 126.

Physical examination: General: The patient is in no acute distress, alert and oriented. Vital Signs: Body weight 195 pounds, respiratory rate 16, O2 saturation 100% on room air, pulse 56, and blood pressure 118/71. HEENT: Head is normocephalic. No trauma. Neck: No jugular venous 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. Neck pain, stable and the patient has been seeing a pain management. The patient also had an x-rays and a CT scan.

2. Sleep apnea, on CPAP machine, stable, and monitor.

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

4. Depression, stable, and monitor. Continue with current medication.

5. Insomnia. Discontinue temazepam. Start Ambien 5 mg every night. Monitor.

6. Bilateral carpal tunnel syndrome, stable and monitor.

7. Family history of colon cancer. Mother had a colon cancer and she had a colonoscopy in the year 2011 with a local GI doctor. Next one in three to four years.

8. Overweight. I strongly advised the patient to lose weight and increase exercises.

9. Hyperlipidemia. Slightly elevated cholesterol. The patient needs to be on a diet. The patient is on fish oil four times a day. Otherwise, lipid profile in six months.

10. Hypothyroidism. The patient will continue with current medications, stable and monitor.

Otherwise, the patient will be back in six months with CBC, CMP, lipid profile, urinalysis, TSH and hemoglobin A1c. I discussed with the patient diet, exercise, and medication compliance. The patient agreed with plan and treatment.
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