WALTERS, ANGELA

DOB: 12/14/1981
DOV: 09/13/2022
CHIEF COMPLAINT:

1. Anxiety.

2. Obesity.

3. History of gallstones.

4. Abdominal pain off and on.

5. Nausea.

6. History of vertigo.

7. Possible sleep apnea.

8. Rule out diabetes.

9. Family history of stroke.

10. History of pedal edema.

HISTORY OF PRESENT ILLNESS: The patient is a 40-year-old woman, not married, single, has six children ages 2 to 22. The patient does not smoke and does not drink alcohol. She takes clonazepam 1 mg at bedtime, which is working quite well for her.

The patient has actually lost 20 pounds. She became a truck driver and she was not eating and driving at the same time and was watching her diet, so she lost 20 pounds. At one time, she was told she needs a sleep study, but she has been reluctant to get that done. At this time, she is doing mainly bus driving. She is not having any hypersomnolence. No headache. No nausea. Some tiredness. Otherwise, no new symptoms of sleep apnea. She also has symptoms of tiredness and weakness related to her anxiety and her home situation with six children. Her TSH has not been checked, which will be checked at this time.

PAST MEDICAL HISTORY: Hypertension, migraine headaches, insomnia, and anxiety. The blood pressure is doing great without any medication.

PAST SURGICAL HISTORY: Back surgery.

MEDICATIONS: Clonazepam 1 mg at bedtime.

ALLERGIES: No known drug allergy.

SOCIAL HISTORY: Does not smoke, does not drink alcohol as I mentioned.

FAMILY HISTORY: Diabetes, hypertension, coronary artery disease and stroke.

IMMUNIZATIONS: COVID immunization none.
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MAINTENANCE EXAMINATION: Mammogram was two years ago. Not interested in doing one now. It was only done because she was having breast pain. There is no family history of breast cancer. She can wait till she is 45.

REVIEW OF SYSTEMS: As above.
PHYSICAL EXAMINATION:

VITAL SIGNS: She weighs 227 pounds. O2 sat 98%. Temperature 98.8. Respirations 16. Pulse 69. Blood pressure 111/70.

NECK: Shows JVD.

HEART: Positive S1 and positive S2.

LUNGS: Clear.

ABDOMEN: Soft.

SKIN: Shows no rash.

EXTREMITIES: Lower extremity shows pedal edema trace.

ASSESSMENT:
1. Anxiety, stable.

2. Not sleeping, improved with clonazepam.

3. Increased weight. Check TSH.

4. Fatty liver. Ultrasound shows no significant change from two years ago.

5. History of vertigo off and on with a strong family history of stroke. Carotid ultrasound shows minimal calcification.

6. Echocardiogram, which was done to look at the patient’s right ventricle in face of possible sleep apnea, shows no evidence of RVH. No evidence of LVH in face of hypertension, but the blood pressure is well controlled. I suspect that was episodic.

7. No evidence of DVT in the lower extremity.

8. No sign of significant PVD in the lower or upper extremity.

9. Gallstones remained as before.

10. Fatty liver with no significant change.

11. Shotty lymphadenopathy in the neck remains the same.

12. Check blood work.

13. Come back next month.

14. Findings discussed with the patient at the length before leaving my office.

Rafael De La Flor-Weiss, M.D.

