LANSFORD, SONYA
DOB: 10/12/1975
DOV: 08/25/2025

HISTORY: This is a 49-year-old female here with concerns of her blood pressure. She states that she recently experienced an acute anxiety episode at work because of “stress”. She states she had to be in the emergency room, was treated for hypertensive crisis. She stated that her medication for blood pressure was adjusted after visiting the emergency room that day and, with the new adjustment, she states she continues to experience elevated blood pressure. She indicated that she is not sure why her medication is not working. She states she was recently seen by another provider and they advised her to come back some time on September 6, 2025, for total reevaluation. She states she cannot wait that long and is afraid to go back to work because the stressor is still there and concerns that she may have an acute anxiety reaction and asked go back to the emergency room. She indicated that she just wants to remain away from work until she has been seen by a provider and then make a decision what she wants to do about her job and the medications if they are not helping.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS:
1. Atenolol.

2. Synthroid.

3. Valsartan.

4. Progesterone.

5. Estradiol.

6. Testosterone.

7. BuSpar (the patient states she does not like to way the BuSpar made her feel and would like to have something different).
ALLERGIES: None.
SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Hypertension, diabetes, and hypothyroidism.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 152/91.
Pulse 61.
Respirations 18.

Temperature 98.1.
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HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Distended secondary to obesity. No tenderness to palpation. No rebound. No guarding. Normal bowel sounds.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:

1. Anxiety stress reaction.

2. Hypertension.
3. Hypothyroidism.

4. Hormone replacement therapy.

PLAN: The patient and I had a lengthy discussion about her blood pressure and we talked about the possibility of testosterone and estradiol could be responsible for her blood pressure not being well controlled. She indicated that the doctor did mention something about her kidneys and would like to have her kidneys checked to see if that is responsible for her blood pressure.
Ultrasound was done of her retroperitoneum. No significant abnormality of her kidneys noted namely no renal stenosis.
The patient’s BuSpar will be replaced with Atarax 25 mg one p.o. daily at bedtime. She was strongly encouraged to take it just before bedtime and not to take it and drive. She states she understands and will comply. She was given the opportunities to ask questions, she states she has none. The patient was given a work excuse to remain until 09/08/2025. She was sent home with Atarax 25 mg one p.o. daily at night for 30 days #30.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
