HISTORY & PHYSICAL
Patient Name: Fleming, Karen
Date of Birth: 07/11/1980
Date of Evaluation: 06/17/2025
Referring Physician: 
CHIEF COMPLAINT: A 44-year-old African American female with suicide attempt, complained of head injury.

HISTORY OF PRESENT ILLNESS: The patient is a 44-year-old female who had previously been followed by Dr. Hicks. She was first seen in this office in September 2020 at which time she presented with history of hypertension, motor vehicle accident in auto versus auto, complicated by pulmonary embolism and left hemiparesis. The patient had subsequently required spinal stimulation. She was working as an anesthesiologist. The patient had subsequently been lost to follow up. She was last seen approximately five years ago. She now presents with a complaint of head injury secondary to a suicide attempt. She further reports left knee injury which occurred while she was bowling. Pain is rated 6/10. It radiates to the posterolateral aspect of the knee. The patient denies any cardiovascular symptoms.
PAST MEDICAL HISTORY:
1. Hypertension.

2. Hypothyroidism.

3. Hypercholesterolemia.

4. Seizure.

5. Pulmonary embolism.

6. Chronic pain.

PAST SURGICAL HISTORY:
1. Cervical neck fusion.
2. Posterior shoulder.
3. Right ACL.

4. Right medial meniscus.

5. Right osteotomy.

6. Left patellar implant.

7. Spinal cord stimulator.

8. Recurrent left knee injury.

9. IUD.

10. Uterine polyps status post polypectomy.

MEDICATIONS: Lisinopril 20 mg one daily, Topamax 25 mg one daily, Topamax 50 mg q.p.m, Cymbalta 20 mg one daily, vitamin D one daily, and levothyroxine 25 mcg one daily.
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ALLERGIES: PENICILLIN results in anaphylaxis. BIAXIN results in rash. SULFA results in rash.
FAMILY HISTORY: Parents had hypertension and hypercholesterolemia. Paternal grandmother had CVA. Paternal grandfather had colon cancer. Maternal grandmother had Alzheimer’s disease. Maternal grandfather had cancer.
SOCIAL HISTORY: The patient is a vegetarian. She is a physician. She denies marijuana or cigarette smoking or drug use. She notes rare alcohol use.
REVIEW OF SYSTEMS: Review of systems is otherwise unremarkable, except for:

Musculoskeletal: She has joint pain, swelling, redness and stiffness.

Neurologic: She has history of headache and head trauma.

Psychiatric: She is under psychiatric care.

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

Vital Signs: Blood pressure 122/78, pulse 72, respiratory rate 20, height 65”, and weight 122.2 pounds.

The remainder of the examination except for left knee is unremarkable.

PLAN:
1. Referred to Dr. Warren Strudwick to evaluate left knee.

2. CBC, Chem.20, hemoglobin A1c, lipid panel, TSH, and urinalysis.

3. Prescriptions refilled: lisinopril, Topamax, Cymbalta and levothyroxine.

4. Follow up 3-4 months.

Rollington Ferguson, M.D.

