ADMITTING HISTORY AND PHYSICAL

Patient Name: Flanagan, Linda
Date of Birth: 06/07/1950
Date of Initial Evaluation: 01/24/2022
Date of Followup Evaluation: 03/18/2022
CHIEF COMPLAINT: The patient is a 71-year-old female who was initially evaluated on January 24, 2022 and she was referred for primary care evaluation. At that time, she had reported two emergency room visits over the last month for treatment of urinary tract infection, which would not go away.
HPI: She has noted recent diarrhea, fever and painful urination and had been prescribed cephalexin for seven days. However, she continued with symptoms. She then went to urgent care where she was again prescribed cephalexin. She had initially felt well, but on January 16, 2022, she had hematuria/dysuria. She was told that she had hemorrhagic cystitis. At that time, she was prescribed cefdinir and PCA. On initial presentation, she had reported decreased burning, decreased frequency of urination, and was subsequently referred for routine laboratory analysis. She was again evaluated in the office on February 23, 2022, when she was noted to have ongoing symptoms of urinary tract infection. She was then started on a course of nitrofurantoin for seven days. The patient is now seen in followup where she reports that she had taken total of four courses of antibiotics for urinary tract infection and that the symptoms have not returned. She has mild burning. She stated that this is not normal for her. She has had no recent fever or chills.

PAST MEDICAL HISTORY:

1. Hypercholesterolemia.

2. Hypertension.

3. Migraine headaches.

4. Depression.

5. Sciatica.

6. Chronic back pain.

PAST SURGICAL HISTORY:

1. Cortisone injection per Dr. Park.

2. Cholecystectomy 12 years ago.

3. Bariatric surgery; she has had a band procedure and also had gastric sleeve.

4. Additional surgeries include root canal 

ALLERGIES: She has had multiple allergies; PENICILLIN results in rash, COMPAZINE neurologic reaction, CODEINE results in vomiting, and CLINDAMYCIN results in vomiting.

Flanagan, Linda

Page 2

FAMILY HISTORY: Mother had CVA and died at age 81. Maternal grandfather had diabetes type II.

SOCIAL HISTORY: The patient denies cigarette smoking, but notes occasional alcohol use.

REVIEW OF SYSTEMS: Otherwise unremarkable.
PHYSICAL EXAMINATION:
General: She is moderately obese, but in no acute distress.

Vital Signs: Blood pressure 124/74, pulse 56, and respiratory rate 16.

OVERALL IMPRESSION:
1. Sinus bradycardia.

2. Hypertension.

3. History of ingrown toenails.

4. Recurrent urinary tract infection.

PLAN: We will refer her for urogynecologic reevaluation. She is to be referred to Dr. Anna Frick. Followup in the office in three to four months.
Rollington Ferguson, M.D.
