MARTINEZ, BRENDA
DOB: 12/03/1971
DOV: 03/22/2025
HISTORY: This is a 53-year-old female here for routine visit.
Ms. Brenda has no significant past medical history. She is here for routine visit with complaints of frequent urination and painful urination. She states this has been going on for approximately four days or so and has gotten worse today. She denies chills or myalgia. Denies increased temperature. Denies nausea, vomiting or diarrhea. She reports occasional suprapubic pain.
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 mild headache. She states she has history of migraine and symptoms. She states headache is similar. Denies states this is not worse headache of her life. She states she has gradual onset. She states pain today is approximately 3/10.
PHYSICAL EXAMINATION:

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

O2 saturation 100% at room air.
Blood pressure 123/77.
Pulse 59.

Respirations 18.

Temperature 97.6.

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

Mild bruit at the anterior cervical triangles region.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with grade III systolic murmur heard best in the left sternal border.
ABDOMEN: Distended. No guarding. No rebound. No peritoneal signs. She has tenderness in the suprapubic region.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
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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. Urinary tract infection.
2. Fatigue.

3. Abnormal EKG.

4. Mitral valve regurgitation.
5. Tricuspid valve regurgitation.
6. Atrial valve regurgitation.

PLAN: The following tests were done in the clinic today. Ultrasound including echo of her heart revealed tricuspid atrial and mitral valve regurgitation. (The patient was given a consult to see the cardiologist.)

EKG was done in the clinic. EKG revealed prolonged QT waves and sinus bradycardia. Again, cardiology was consulted with his patient on routine basis.
Labs are drawn, Labs include CBC, CMP, lipid profile, A1c, vitamin D, T3, T4, and TSH.

Urinalysis was done in the clinic today. Urinalysis revealed glycoside esterase positive and nitrite positive.

The patient requests have a Pap smear done, but she prefers female. She was given a referral to OB/GYN.

The patient sent home with the following medications:
1. Maxalt 10 mg, she will take one p.o. onset of her headache. Repeat at one p.o. q.2h.. If headache does not improve, but she must not take more than three pills in 24 hours. This is explained to the patient she states she understand and will comply.
2. Aspirin 81 mg one p.o. daily. This is prophylactic in response findings of mitral, atrial, and tricuspid regurgitation.

3. Macrobid 100 mg one p.o. b.i.d. for seven days #14.
She was given the opportunities to ask questions, she states she has none. The patient was also given the consult to have a routine mammogram done.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

