POTTER, DEBRA
DOB: 02/10/1960
DOV: 02/16/2026
HISTORY: This is a 66-year-old female here for routine followup.

Ms. Potter has a history of hypertension, anxiety, hypercholesterolemia, vitamin D deficiency and peripheral edema. She is here for followup for these conditions and medication refill. She states since her last visit, she has had no need to seek medical, psychological, surgical or emergency care.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

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

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

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

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

REVIEW OF SYSTEMS:  The patient reports increased weight, increased swelling in her lower extremities and around her face and eyes, also increased swelling in her hands. She states she is getting concerned about her kidney or heart as she has a brother with similar symptoms and he is suffering from cardiac issues. She indicates that whenever she walks she will get shortness of breath, also she will experience shortness of breath with climbing upstairs. She denies chest pain.
PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 181/83.

Pulse 115.

Respirations 20.

Temperature 96.9.
HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles.
CARDIAC: Regular rate and rhythm with no murmurs. There is peripheral edema, 2+ pitting edema in her lower extremities and her upper extremities. There is swelling around her eyes bilateral.
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ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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. Shortness of breath.
2. Tachycardia.

3. Weight gain.

4. Peripheral edema.

5. Anxiety.

6. Vitamin D deficiency.

7. Hypertension.

8. Hypercholesterolemia.

PLAN: In the clinic today, we did labs. Labs include CBC, CMP, lipid profile, A1c, TSH, T3, T4, vitamin D and BNP.
EKG was done today. EKG reveals left atrial enlargement, incomplete right bundle-branch block and anterior septal infarct. This is an abnormal EKG. I will refer this patient to a cardiologist. She indicated that she has a cardiologist whose name is Dr. Cunningham at Houston Methodist and she would like to go there, thus a consultation was completed for her.

We would like to have a chest x-ray for this patient to assess her cardiac silhouette and today we did an ultrasound. Ultrasound includes her lower extremities, echo and abdomen. Her EF is in the upper 50s.

The patient will be sent to a cardiologist for further evaluation.
Her medications were refilled as follows:
1. Lasix 60 mg one p.o. daily; this was increased from last time because of increased edema.

2. Potassium 20 mEq one p.o. daily for 90 days #90.

3. Metoprolol succinate 100 mg one p.o. daily for 90 days #90.

4. Simvastatin 20 mg one p.o. daily for 90 days #90.

5. Atarax 50 mg one p.o. daily for 90 days #90.

6. Aspirin 81 mg one p.o. daily for 90 days #90.

7. Irbesartan/hydrochlorothiazide 300 mg/12.5 mg one p.o. daily for 90 days #90.

8. Vitamin D 50,000 units, she takes one p.o. weekly for 90 days.

9. Escitalopram 10 mg one p.o. daily for 90 days.
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The patient was reassured. She was advised of the importance of following up with the cardiology specialist that they consulted and to come back to the clinic if she is worse especially if she has significant exertional dyspnea and if movements cause her symptoms, she states she understands and will comply.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
