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PRIMARY CARE SOAP NOTE 
Student: __________________________ Date: ______________ 
Professor: ______________________________________________________________ 
PATIENT INFORMATION: 
NAME: Hazard   john 
AGE: 56 years 
SEX: male 
CC: BP of 167/90 mm Hg 
SUBJECTIVE:
 Main complains:   suffering from a headache that begun one week ago
HPI: 56 years old male patient is complaining of headaches that started one week ago.  The headache is not associated with shortness of breath, dizziness, snoring, and palpitation. When the blood pressure was evaluated it was found that the patient had Bp of 167/90 Hg in the pulse and the arm .his weight is 190 kg. For the last two months at his workplace, there was more pressure from his boss, which might have resulted in stress.  The Patient says he does not experience shortness of breath, nausea, chest pain, vomiting, nausea, and palpitation.
ALLERGIES: The patient is not allergic to any substance or drugs 
CURRENT MEDICATIONS. The patient is not on any medication currently 
PMHX: None 
FAMH:  There is no medical history from the patient family.
 SOCHX: Patient denied the use of tobacco and beverage which have alcohol content 
PRIMARY CARE SOAP NOTE  
REVIEW OF SYSTEMS:
CONSTITUTIONAL:  the patient say he does not suffer from fever, he does not feel any kind of weakness, and lastly he denies weight loss 
HEENT:  
HEAD: he has never suffered from a head injury or involved in an accident that might have injured the head
EYES: he has not experienced any changes in terms of diplopia and vision. There is no blurred vision the patient has suffered from. 
EARS: no pain experienced in the ears. He has never lost his hearing ability. 
NOSE: no congestion and drainage of the nasal. 
THROAT: he has not suffered from any kind of pain in the throat and the neck. During swallowing there is no pain. 
RESPIRATORY:   he neither coughs nor suffers from shortness of breath 
CARDIOVASCULAR:   there is no dyspnea, tachycardia and the chest pain
GASTROINTESTINAL: The GI test showed there are no stomach abnormalities, no abdominal pain, the patient denied vomiting, nausea, and the small intestine was in normal condition.
GENITOURINARY: After the vaginal vault exam, the genitourinary was found to be normal .patient denied suffering from dysuria and incontinence. 
MUSCULOSKELETAL:   after conducting station exam, no abnormalities were found on the malposition and the patient also denied hearing of snapping sounds from the muscle and the pain NEUROLOGIC: after cranial nerves examining,  it was found that there were no deficits; Deep tendon reflexes were in the normal condition. Both the pin proprioception, touch and are in the normal condition 

OBJECTIVE:
Vital Signs:
Time: 2.30 pm	Temp: 40	B/P: 167/90mm Hg	P: 69 bpm	R: 21p/min	
BMI 26	Weights: 190kg	Height: 4’
CONSTITUTIONAL: the temperature was 96 °F, after examining the blood pressure it was found to be 160/90mm Hg in both the arm and the pulse. The RR was 21. At the room air, the PO2 was -96%. The patient weighed 190kg, the patient BMI was 26.lastly the pain report for the patient was 0/9. After observing the general appearance of the patient it was noted that, he was oriented and alert.
 SKIN: the skin was in normal condition, there was no swelling or inflammation. 
HEENT:
 Head:  is traumatic, normocephalic, and symmetric, with the hair which is distributed evenly
  Eyes: EOM the lids and the EOM have no abnormalities; Pupils are the same reactive to the light and, round, the visual acuity is intact. Nystagmus was not noticed on the patient 
Ears:  Auricle well-formed, no drainage was noted from external conduct. The auricles were formed properly. The patient bilateral canal had no edema, exudates, or erythema. The ears showed no infection signs. The bilateral tympanic was found to be in its normal position. 
 Nose:  there was no bleeding in the nose. Moist nasal mucosa had no lesion. The nasal septum was found to be midline. There was no inflammation .non of flaring was observed  
RESPIRATORY: after observing the use of muscle accessory none was noticed. The patient had no sign of palpation, whispered pectoriloquy, and egophony. There was sound breath which was bilaterally clear on the auscultation. 
CARDIOVASCULAR:  after peripheral vascular system evaluation it was noticed that the rhythm and the rate were at normal .no gallop was noticed .the heart palpation which is on the fifth of the intercostals of the midclavicular line had no thrill
GASTROINTESTINAL:   according to the GI test, it reviled that the patient's gastrointestinal tract had no hemia which was observed. After auscultation, all four quadrants had sound bowels. There were no bruits over the aorta. PRIMARY CARE SOAP NOTE  
GENITOURINARY:  CVA pains and suprapubic pain were not noticed. The bladder of the patient was not distention.
PERIPHERAL VASCULAR:  after conducting an exam for the peripheral, the result showed that peripheral pulse had no abnormalities. The patient lacked edema.
MUSCULOSKELETAL: the patient lacked stiffness, the joints were stable in all the extremities .there was a random movement by the patient both passive and active which had no limits .the patient muscles were strong with no pain during palpation. 
NEUROLOGIC:  after cranial nerves examining, it was found that there were no deficits; Deep tendon reflexes were in normal condition. The pin proprioception, touch and are in normal condition .patient responded with precise and clear language. He was Sensitive when exposed to the touch of the light 
ASSESSMENT:
DIAGNOSIS
For the diagnosis to take place, the cause of hypertension must be established. The cause of hypertension may result from adrenal, thyroid, and renal. The symptoms are identified if the patient has. if the patient's BP is measured and found to be around 156/91 mm Hg, the hypertension is said to be on stage 2.  
DIFFERENTIAL DIAGNOSIS:
  When hypertension is caused by the renal artery it is diagnosed by the (ICD10 I70.1) furthermore the one which is caused due to chronic kidney disease is diagnosed by the (ICD10 I12.9). Lastly, if caused by Hyperthyroidism is diagnosed by the (ICD10 E05.90)
PLAN:
Diagnosis depends on the clinical examination. The findings heavily depend on the family history of the disease, by carrying out the exam using physical means. Finally, the disease can be detected by carrying out a laboratory test to determine the real cause of hypertension. The laboratory tests will reveal the exact cause; determine the organ which has been damaged. The test will also show if there are possibilities of occurring disease associated with the cardiovascular.  The tests are used to detect the disease include complete blood count, urinalysis, lipid profile, CMP, and Thyroid-stimulating hormone
Non-Pharmacologic treatment: 
  Hypertension can be can avoid through practicing the following; the patient is advised to reduce their weight, to avoid consumption of tobacco, their diet should be rich in potassium, and avoid intake of dietary sodium in the diet. By establishing the mechanism that will help them to reduce the level of stress and develop means to cope with the stress effectively. Additionally, the patient is encouraged to be involved in physical activities. Their diet should be healthy, rich in whole grains, vegetables, fruits, and low content of fats 
Pharmacologic treatment: 
MEDICATIONS:
The patient is treated by the:  Hydrochlorothiazide tab 25 mg which are administered orally.he was also administered with the Beta-blockers  that included acebutolol ,betaxolol and bisoprolol .Thiazide-like diuretic such:metolazone (Zaroxolyn),indapamide (Lozol),chlorthalidone (Hygroton),chlorothiazide (Diuril),hydrochlorothiazide (Hydrodiuril, Microzide)
Education 
The patient was enough information concerning the diet he needs to consume. The patient was educated about the consequence of not taking medication as instructed by the doctor .he was also informed about the possibilities of disease such as heart attack, stroke. The patient was showed how to the daily readings about his body BP for seven days. The readings should be taken two times a day and the record kept well.
FOLLOW-UPS/REFERRALS:
The blood pressure will be determined by conducting PCP text. This test will be conducted after one week after this visit. For monitoring of the hypertensive therapy, the patient needs to visit the facilities urgently.
Patient Education: Verbal __x_ written _x_    Health Education: Yes _x__ No ___
Nutrition: Healthy Diet _x_ Low Fat x__ 
Side Effects Explained: Yes _x__ No ___    Continue same medication: __
Next appointment:  in one week
RATIONALE
Hypertension is the main concerned for cardiovascular disease. The aim for carrying out the treatment for t hypertension to curb the rate of mobility and morbidity associated with cardiovascular by reducing high blood pressure.

1

 

 

Soap Note Cardiovascular Hypertension

 

STUDENT NAME

 

INSTITUTION AFFILIATION

 

PROFESSORS NAME

 

COURSE

 

DATE

 

 

 

 

 

 

 

 

 

 

 

 

