Nalini M. Dave, M.D.

Board Certified – Internal Medicine

1201-D Briarcrest Drive

Bryan, TX 77802

Tel: 979-776-5600

Fax: 979-704-5461


NEW PATIENT EVALUATION
Patient Name: Mary W. Williams

Date of Exam: 04/18/2023

History: Ms. Williams is an 85-year-old African American female who was referred to our office by her daughter and a friend and she is here with long-standing hypertension. The patient has seen Dr. Mays in the past and we asked for the records and it reveals the patient has:

1. Chronic diastolic heart failure.

2. Aortic sclerosis.

3. Aortic insufficiency.

4. Essential hypertension.
The patient denies any problems with chest pains or shortness of breath or nausea, vomiting, diarrhea or abdominal pain. She has problem with leg edema and leg swelling. The patient has not been taking her furosemide 20 mg a day regularly.
Her husband passed away of lung cancer. So, she has been single since. She had five children and she lost three of her children; one daughter she lost to breast cancer and another daughter had car accident and one son died of chronic kidney failure and dialysis complications. She has two living sons still there.

Operations: Left knee replacement x 2, but right knee replacement x 1 and hysterectomy. The patient has also had tonsillectomy.

Medications: At home are:
1. Furosemide 20 mg at a day.

2. Bystolic 10 mg a day.

3. Amlodipine 5 mg a day.

4. Potassium chloride ER 10 mEq a day.

5. Pantoprazole sodium delayed-release 40 mg once a day.

6. Vitamin D3 5000 IU daily.

Allergies: The patient is allergic to beets.
Social History: She is a nonsmoker. She does not drink. She finished high school and she worked doing custodial work cleaning houses. She has not worked in a longtime. Her husband passed away of lung cancer. Her youngest son is now 47 years old.
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Family History: Noncontributory.

Physical Examination:
General: Reveals Ms. Mary W. Williams to be an 85-year-old pleasant African American female who came to the office by herself who is awake, alert and oriented, in no acute distress.

Vital Signs: As in the chart.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. Actually, I could hear a grade 1-2/6 systolic murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. Signs of chronic venous insufficiency present. +2 pitting edema of the feet and legs is noted.

Neurologic: Essentially intact.

I reviewed the cardiology consult. The patient had an echo done on 04/12/23, that shows ejection fraction of 60-65%, borderline left ventricular hypertrophy and impaired left ventricular relaxation. I have reviewed Dr. Mays’ note and it reveals the patient has successful ablation of left GSV. The patient’s COVID screening is negative. The patient had last labs done as per cardiologist in 2020. So, at this time, I did an EKG that showed hypertension and hypertensive heart disease. An EKG is abnormal. The patient is advised lab and she will be seen in the office in two weeks.
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