______ HEALTH CENTER

Hypertension

Initial Visit

Name ___________________________MRN______________ DOB___________ Phone#________________

SUBJECTIVE:  
Current Age__________ Age of onset___________ Medication allergies:______________________________

List other chronic illnesses:___________________________________________________________________

Risk Factors: ___family hx  ____diabetes  ____smoker  ____obesity  ____high cholesterol  ___kidney disease

Complications: ___CVA  ___prior MI  ____Renal disease, describe___________________________________

Symptoms:   Chest pain ____No ____Yes, describe________________________________________________

                     SOB   ____No  ____Yes, describe___________________________________________________

                     Headaches  ____No ____Yes, describe_______________________________________________


         Vision changes  ____No  ____Yes, describe___________________________________________

Current medications: ________________________________________________________________________


Number of years taking medications: _____________________________________________________

Prior use of: ____Thiazide  ____B-blocker, Explain________________________________________________

OBJECTIVE:

Vital Signs:  T____ P____ R____ B/P____ Wt.____

General Appearance: ________________________________________________________________________

HEENT: _______________________Fundi: ____Normal  ____Abnormal, describe: _____________________

CV: _____________________________________________________________________________________

Peripheral pulses ____Normal ____Abnormal, describe_____________________________________________

JVD ____Present ____Absent, describe_______________ Bruits: ____No  ____Yes, describe______________

Resp; ____________________________________________________________________________________

Abd: _____________________________________________________________________________________

Ext: ______________________________________________________________________________________

Neuro: ___________________________________________________________________________________

ASSESSMENT:

____Essential Hypertension  ____Other_____________________________

Any Complications of hypertension: ___________________________________________________________

Is this patient’s hypertension stable? ____Yes  ____No, explain ______________________________________

PLAN:

Management goals for this patient: _____________________________________________________________

Medications: _______________________________________________________________________________

             Indications: _________________________________________________________________________

Labs  ___CMP  ___Lipid Panel   ___UA with microalbuminuria  ____Other____________________________


 Indications: _________________________________________________________________________

            Abnormal result: _____________________________________________________________________


Follow up: phone contact__________ Rx_____________ Education by _______________date_______

Other test (EKG, CXR, etc.) ____________________________________________________________________


Indication: __________________________________________________________________________

DIET: ___________________________________________________________________________________

Education:            ____Disease Process ____Cholesterol  ____Stress  ____Exercise  ____Salt  ____Wt. 

                             ____Smoking  ____Medication adherence   ____Complications of untreated HTN 

                             ____”Silent” nature of HTN ____SBE  ____STE ____Other_________________________



     Emphasis on_______________________________________________________________

Referrals:
 In House


      
____Health Educator  ____Smoking Cessation  ____Dietitian  ____Optometry  ____ Dental



____Podiatry  ____Social Services  ____Other_____________________________________



Outside



____WMH  ____XRAY  ____Specialty Clinic; ______________ ____Other______________

Comments: ________________________________________________________________________________

__________________________________________________________________________________________

Return to Clinic in ________________________weeks

Signature_________________________________

Date_______________ Time _________________

