PROGRESS NOTE
Patient Name: Flanagan, Linda

Date of Birth: 06/07/1950

Date of Initial Evaluation: 01/24/2022

Date of Followup Evaluation: 02/23/2022

CHIEF COMPLAINT: Recurrent UTI.

HISTORY OF PRESENT ILLNESS: The patient is a 71-year-old female who was initially evaluated on January 24, when she noted symptoms of diarrhea, fever with painful burning on urination. She had been seen in the emergency room where she was first prescribed cephalexin for seven days. She had continued with symptoms and was subsequently once again prescribed cephalexin. She went to the emergency room on January 16, where she was noted to have hematuria, dysuria, and was diagnosed with hemorrhagic cystitis. She was then treated with cefdinir and *__________*. The patient previously had been treated with ciprofloxacin. In either case, symptoms seemed to have resolved, but now has reoccurred. She notes symptoms of dysuria. She further reports foul smelling urine. She had been seen in the office previously as noted and was found to have a systolic murmur. She was then referred for echocardiogram, which revealed normal LV size, thickness and function with left ventricular ejection fraction of 70%. She was found to have mild to moderate mitral annular calcification, trace mitral regurgitation, and trace tricuspid regurgitation. Today, she reports that she is otherwise doing well.

PAST MEDICAL HISTORY:

1. Hypercholesterolemia.

2. Hypertension.

3. Migraine headaches.

4. Depression.

5. Sciatica.

6. Chronic pain. The patient is followed by Dr. Park for chronic back pain. She receives cortisone injection with relief.

PAST SURGICAL HISTORY:
1. Cholecystectomy approximately 12 years ago.

2. Bariatric surgery.

3. Gastric sleeve.

4. Root canal.

5. Cesarean section.

6. Tonsillectomy NOS.

7. Tubal ligation, occlusion, not otherwise specified.

MEDICATIONS:
1. Fluoxetine 20 mg one daily.

2. Pravastatin 40 mg one daily.

3. Enteric-coated aspirin 81 mg one daily.
4. Amlodipine 5 mg one daily.

5. Hydrocodone 2.5 mg one daily.
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6. Calcium 1000 mg one daily.

7. Vitamin D 1000 IU one daily.

8. Sumatriptan 50 mg one p.r.n.

9. Multivitamin one daily.

ALLERGIES: PENICILLIN results in rash, COMPAZINE results in neuro reaction, CODEINE results in vomiting, and CLINDAMYCIN results in vomiting.

FAMILY HISTORY: Mother had CVA at 75, but died at age 81. Grandfather maternal had diabetes.

SOCIAL HISTORY: She reports occasional alcohol use. She denies cigarette smoking or drug use.

REVIEW OF SYSTEMS:

Constitutional: She has had no recent fever or chills.

Skin: Unremarkable.

Genitourinary: She has had recurrent urinary tract infections.

The review of systems otherwise is unremarkable.

PHYSICAL EXAMINATION: Today’s examination is a telemedicine examination. She otherwise appears stable.

IMPRESSION: This is a 71-year-old female with multiple complaints. She has history of sciatica and is maintained on chronic therapy for same. She has chronic pain. She is treated chronically with cortisone injection and hydrocodone. The patient reports that her symptoms are improved with CBDs in the past. However, she is concerned about taking CBDs in the future as there was a recent report of liver abnormalities associated with same. The patient reports that increasing doses of hydrocodone controls her pain, but makes her feel sleepy and drowsy. The patient further has history of murmur. Echocardiogram confirms trivial tricuspid regurgitation, trivial mitral regurgitation, and moderate calcification of the mitral valve. She has history of hypercholesterolemia, which is stable, hypertension stable, migraine headaches stable, depression stable, chronic pain as noted.

PLAN: She is advised to continue CBDs for her chronic pain. I will follow up with liver function tests at 3, 6 and 12 months. The patient has recurrent urinary tract infection and I will start her on nitrofurantoin 100 mg b.i.d. for seven days. If she has recurrent UTI, she is to be referred to urogynecology.

Rollington Ferguson, M.D.
