BRALEY, MAXINE
DOB: 11/02/1953
DOV: 09/05/2023
CHIEF COMPLAINT:

1. Followup of hypertension.
2. Leg pain.

3. Arm pain.

4. Dizziness from time-to-time.

5. History of fatty liver.

6. Palpitation.

7. History of vertigo.

HISTORY OF PRESENT ILLNESS: The patient is a 69-year-old woman married 35 years. She continues to smoke. Though never talked to me about quitting smoking. She does not drink alcohol. She is very active. She gets up very early in the morning. She feeds cows. She takes care of dogs. They have a small farm nearby.
At one time, she was told that she had peripheral vascular disease as well as carotid stenosis and she would like to do followup on those.
PAST MEDICAL HISTORY: Hypertension, HSV-II, neuropathy, leg pain, and history of palpitations.
PAST SURGICAL HISTORY: Hernia, breast biopsy, hernia surgery and complete hysterectomy.

MEDICATIONS: She is not taking tramadol on regular basis. She is taking her gabapentin 300 mg b.i.d., Tibenzor 40/25 mg once a day which she is doing a great job controlling her symptoms. She is off the acyclovir for now which she was taking p.r.n. for herpes simplex type II outbreaks.
ALLERGIES: PENICILLIN.
MAINTENANCE EXAM: Mammogram is overdue. She agrees to have a mammogram done this year. I gave her a prescription to do that. Colonoscopy is way overdue and she does not want to talk about.

SOCIAL HISTORY: She smokes half a pack a day. She does not drink alcohol. She is married 35 years. Last period in 2000.
FAMILY HISTORY: Mother in her 80s died in her sleep. Father had stroke and COPD. Father died at age 72. 
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REVIEW OF SYSTEMS: Carotid stenosis, possible TIA, leg pain, arm pain most likely related to neuropathy, spinal stenosis, but she would like to make sure she is not getting blockages in her legs. She reports no chest pain. Positive palpitation. No hematemesis. No hematochezia. Positive vertigo.
PHYSICAL EXAMINATION:

GENERAL: She is alert. She is awake. 

VITAL SIGNS: She weighs 145 pounds. Today, her weight has not changed much. O2 sat 98%. Temperature 97.7. Respirations 16. Pulse 79. Blood pressure 128/65.

HEENT: Oral mucosa without any lesion.

NECK: No JVD. 
LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2. 
ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.
EXTREMITIES: Lower extremity shows mild decreased pulse. 
ASSESSMENT/PLAN:
1. Hypertension, controlled.
2. COPD must quit smoking.

3. Palpitation. Because of her COPD, cardiac study was quite difficult, but did not show any evidence of severe valvular changes. Ejection fraction between 55 to 60. 
4. Soft tissue of the neck is within normal limits.
5. Aorta is within normal limits except for mild calcification and tortuosity.

6. Abdominal ultrasound shows gallbladder that is contracted.

7. Venous ultrasound of the upper and lower extremity is within normal limits.
8. Lower extremity ultrasound shows definite PVD.

9. Renal ultrasound is within normal limits.
10. Discussed findings with the patient.

11. Carotid stenosis remains the same as before.

12. No hemodynamically significant lesions noted.

13. Check blood work.

14. Mammogram ordered.

15. Findings discussed with the patient at length before leaving my office. Given ample time to ask questions.
Rafael De La Flor-Weiss, M.D.

