WILSON, VICKIE
DOB: 01/04/1963
DOV: 05/11/2023
CHIEF COMPLAINT: Vickie is a 60-year-old woman who comes in today with symptoms of cough, congestion, shortness of breath, fever, and not feeling well.
HISTORY OF PRESENT ILLNESS: The patient has been exposed to COVID-19. She is positive for COVID-19 at this time.
PAST MEDICAL HISTORY: Diabetes, low thyroid. She sees a diabetic specialist as well as a neurologist.
PAST SURGICAL HISTORY: C-section and eye surgery for detached retina.
MEDICATIONS: Lyrica 100 mg t.i.d., diazepam three times a day dose not known, insulin pump 0.6 units at day and 0.3 units at nighttime.
ALLERGIES: TRAMADOL, DILAUDID and COPAXONE.
IMMUNIZATIONS: COVID-19 Immunizations: Up-to-date x2. Immunizations: Up-to-date including COVID-19.
MAINTENANCE EXAM: Colonoscopy not done. Mammogram not done. The patient needs to take care of these later. The patient’s eye exam is up-to-date.
SOCIAL HISTORY: The patient lives at home.  She does not smoke. She does not drink. Her husband has bipolar disorder. He is disabled. Her son is 36 years old and has cerebral palsy. There is another patient who is schizophrenic that she takes care of family member at home.

She is a case manager and provider for the above-mentioned folks. She does not work at this time. She does not smoke. She does not drink. She has never been a heavy smoker or a drinker.

REVIEW OF SYSTEMS: Positive cough. Positive congestion. Positive tiredness. Positive weakness. The patient was hospitalized in November with symptoms of hip fracture, then she had a fall at home in March and that is when her last blood test was done in the emergency room. She also has had symptoms of syncope, saw a cardiologist four years ago, but has not seen another one recently. She needs to see a cardiologist as well.
She has had fevers. She has had chills. She has had weakness related to her COVID.
PHYSICAL EXAMINATION:

GENERAL: She is alert. She is awake. She is in no distress.

VITAL SIGNS: Weight 129 pounds. O2 sat 99%. Temperature 99.4. Respirations 16. Pulse 89. Blood pressure 137/58.
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HEENT: TMs are red. Posterior pharynx is red and inflamed.
LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2. A 2/6 systolic ejection murmur.
ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.
ASSESSMENT/PLAN:
1. COVID-19 is positive. Flu negative. Strep negative.

2. Treat with Paxlovid and Phenergan DM at home.

3. Palpitation/syncope. Echocardiogram shows calcified mitral valve. The patient does need to see a cardiologist when her condition stabilizes.

4. The patient is in desperate need of mammogram and colonoscopy.

5. At one time, she has lost about 30 pounds. They thought she might have breast cancer. They were scheduling her for a biopsy, but the lesion “went away” which she is very quite excited about, nevertheless needs a mammogram.

6. We checked her carotid. She does have calcification, but nothing that looks like stenotic lesion.

7. We still need to do an MRA and MRI with symptoms of syncope. We will do that later on.

8. She wants a prescription for her Synthroid 75 mcg that was prescribed today.

9. Phenergan DM for cough.

10. Paxlovid for her COVID.

11. Abdominal ultrasound otherwise within normal limits.

12. Minimal fatty liver.

13. Lymphadenopathy noted in the neck.

14. Thyroid does not appear to have any lesions.

15. Come back next week.

16. Referred to cardiologist.

17. Neurologist is following her regarding her syncopal episodes.

18. Under the care of diabetologist.

19. We did not write any prescription today except for the Synthroid, Phenergan DM and Paxlovid.
20. Her Valium comes from her neurologist that is treating her for neuropathy with Valium and Lyrica.

21. Above were discussed with the patient at length before leaving the office.

Rafael De La Flor-Weiss, M.D.

