HISTORY AND PHYSICAL
Patient Name: Jones, Shyida

Date of Birth: 06/10/1968

Date of Evaluation: 12/20/2017

CHIEFCOMPLAINT: Wheezing and fever.

HPI: The patient is a 54-year-old female with premenopausal symptoms who reports history of black outs dating to several years earlier. During one such episode, she awoke to find that she had burnt herself. The patient is full time student. She stated that at the time she developed severe sweat, which she attributed to menopausal symptoms and more recently she had developed symptoms of same for which she went to the hospital. She reports intermittent nausea, however, she has had no exertional chest pain.

PAST MEDICAL HISTORY: 

1. Borderline hypercholesterolemia.

PAST SURGICAL HISTORY: 

1. Dermoid cyst right ovary.

2. Appendectomy.

3. Acute peritonitis

4. Blood transfusion.

5. Gastric bypass.

6. Gastrectomy.

7. Umbilical hernia.

8. Fibroid tumor.

9. Breast lift.

10. Umbilectomy.

MEDICATIONS: Vitamin D 5000 units daily and iron sulfate 325 mg one p.o daily.

ALLERGIES: Sulfa results in skin lesions and tongue swelling.

FAMILY HISTORY: Mother died at age 55 with hypertension and syncope. Father died of pancreatic cancer.

SOCIAL HISTORY: She reports marijuana and alcohol use, but no cigarette smoking.
REVIEW OF SYSTEMS:
Constitutional: She reports recent weight loss and weakness. She has had fatigue, fever and decreased appetite.
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Skin: No color changes, itching, or rash.

Head: No trauma.

Eyes: She wears reading glasses.

Ears: No deafness, tinnitus, or discharge.

Nose: She reports sneezing.

Oral Cavity: She has no bleeding gums, sore tongue or caries.

Throat: She reports no sore throat or dysphagia.

Neck: She has stiffness.

Breast: No discharge, lumps, or bleeding.

Respiratory: As per HPI.

Cardiac: As per HPI.

Vascular: She reports varicosities.
Gastrointestinal: She has nausea. She reports diarrhea.

Genitourinary: She has frequency and urgency.

Female Reproductive: She has had three pregnancies, one abortion and two miscarriages.

Musculoskeletal: She reports cramps.

Neurologic: She has blackouts. The last major one which she reports is having occurred in December 2016 and there was one in June 2017. She reports sweat during her blackout.

Endocrine: She reports cold intolerance.

Otherwise unremarkable.

PHYSICAL EXAMINATION:
General: She is a mildly obese female who is alert and oriented and in no acute distress.

Vital Signs: Blood pressure 95/57, pulse 82, respiratory rate 20, height 60”, weight 194.2 pounds.

Gastrointestinal: Reveals mildly obese abdomen with well-healed midline scar. Otherwise unremarkable.

IMPRESSION: This is a 54-year-old female with longstanding history of syncope. Her most recent one having occurred approximately six months earlier. Etiology of syncope not clear and suspect vasovagal reaction. She has history of burns involving the left arm secondary to episode of passing out. She has history of atypical chest pain.

PLAN: Echocardiogram, EKG, and Holter stress test. The patient is to follow up following her testing.

Rollington Ferguson, M.D.

