HISTORY & PHYSICAL
Patient Name: Hyman, Lauren
Date of Birth: 06/06/1953
Date of Evaluation: 10/09/2023
Referring Physician: Patient referred by her husband
CHIEF COMPLAINT: A 70-year-old white female seen for cardiovascular evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 70-year-old female who reports a history of atrial fibrillation and underlying cardiovascular disease. She stated that she woke up with atrial fibrillation. She was evaluated on 01/09/2023 at which time she apparently had presented with palpitations. She was then found to have hypokalemia. She has had several episodes including that in approximately March 2023. She notes associated chest pain while having palpitations. She has had no shortness of breath. Most recently, she reports her potassium has been normal. 
PAST MEDICAL HISTORY:
1. Bilateral hearing loss.

2. Atrial fibrillation with rapid ventricular response.

3. Anxiety.

4. Hypercholesterolemia.

5. Spinal stenosis.

6. Allergic rhinitis.

PAST SURGICAL HISTORY: Unremarkable.
MEDICATIONS: Bupropion XL 20 mg once daily, fluoxetine 20 mg one daily, atorvastatin 20 mg one daily, trazodone 50 mg one to two h.s., ibuprofen 200 mg q.i.d. p.r.n., and Zyrtec 10 mg daily.

ALLERGIES: No known drug allergies. 
FAMILY HISTORY: Father died with non-Hodgkin’s lymphoma at age 59. Maternal grandfather died of coronary artery disease. Mother had CVA and chronic kidney disease. Maternal grandmother had esophageal cancer.
SOCIAL HISTORY: She denies cigarette smoking. She notes occasional alcohol use. She reports that she tried marijuana once only.
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REVIEW OF SYSTEMS:
Constitutional: She has apparent weight gain of 6 pounds.

Skin: She reports having mild eczema.

Eyes: She wears reading glasses. She has had cataracts and laser surgery.

Ears: She has deafness.

Nose: She reports dryness. She has stuffy nose. She further reports septal deviation. 
Oral cavity: She has dentures. 
Neck: Unremarkable.

Respiratory: No cough or shortness of breath.

Cardiac: As per HPI.

Musculoskeletal: She has ankle pain. She has severe spinal stenosis which is followed by Dr. Clark.

Psychiatric: She reports depression.

PHYSICAL EXAMINATION:
General: She is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 113/64, pulse 73, respiratory rate 20, height 66.5”, and weight 135 pounds.

DATA REVIEW: ECG demonstrates sinus rhythm at 65 beats per minute, otherwise unremarkable.

IMPRESSION: The patient is a 20-year-old female with a history of multiple medical problems. She is known to have a history of:

1. Morbid obesity.

2. Atrial fibrillation with rapid ventricular response.

3. Atopic dermatitis.
4. Attention deficit disorder.

5. Hypercholesterolemia.

6. Anxiety and depression.

The patient is currently seen for evaluation. She reportedly has a history of hypokalemia and atrial fibrillation. 

PLAN: I will obtain echocardiogram *__________* EKG. We will consider Zio patch given her history of atrial fibrillation.

Rollington Ferguson, M.D.

