PROGRESS NOTE
Patient Name: Johnson, Carol

Date of Birth: 05/17/1960
Date of Evaluation: 08/29/2022
CHIEF COMPLAINT: A 62-year-old African American female was seen in followup.

HPI: The patient is a 62-year-old female who was initially evaluated in the office on 06/20/2022. At that time, she was referred for cardiovascular evaluation. She is known to have history of cardiac murmur and irregular heartbeat since childhood. She underwent routine diagnostic workup and was subsequently referred for cardiac evaluation. She has had no chest pain or shortness of breath more recently. The patient presents today knowing that she had been seen by rheumatology and will be started on additional medications. She stated that she had stopped smoking x1 week. She is taking valerian which stops the urge to smoke. She stated it causes a taste dysfunction. The inflammation in her hands and feet has decreased since she had stopped smoking. She has no other complaints at this time.

PAST MEDICAL HISTORY:
1. Obesity.

2. Weight loss intentional.

3. Posttraumatic stress disorder – started on clonidine.

4. Hypertension.

5. Diabetes, which had resolved with weight loss.

6. SLE.

7. Sick cell trait.

PAST SURGICAL HISTORY: Unremarkable.

MEDICATIONS:
1. Losartan one daily.
2. Azathioprine unknown dose.
3. Topamax 200 mg b.i.d.
4. *__________* b.i.d.
5. *________* 250 mg one daily.
6. Clonidine 1 mg one h.s.
7. Valium 5 mg p.r.n.
ALLERGIES: GABAPENTIN results in rash. PENICILLIN results in angioedema.
FAMILY HISTORY: Father with prostate cancer. Mother with coronary artery disease status post coronary artery bypass grafting.
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SOCIAL HISTORY: She notes cigarette use, marijuana and CBDs, but denies alcohol or other drugs.

REVIEW OF SYSTEMS:

Skin: She has lupus.

Oral Cavity: She has dentures.

Neck: She reports stiffness.

Respiratory: She has COPD.

Hematologic: She has anemia.
The remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:
General: She is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 156/94, pulse 75, respiratory rate 16, height 61.5 inches, and weight 154.4 pounds.

Remainder of the examination unremarkable.

DATA REVIEW: ECG demonstrates a sinus bradycardia at a rate 63 beats per minute and is otherwise unremarkable. Echocardiogram reveals normal LV function with ejection fraction of 65 to 70%. Diastolic function is indeterminate. Left atrium is mildly dilated by volume. Right atrium is mildly enlarged. There is trace mitral regurgitation. There is mild tricuspid regurgitation. The estimated PA pressure systolic is 32 mmHg. There is trace – mild pulmonic regurgitation.

IMPRESSION:
1. COPD, stable.

2. Arthritis.

3. Trivial MR.

4. Hypertension uncontrolled.

5. History of SLE.

6. Obesity.

PLAN: Start chlorthalidone 25 mg half p.o. daily. Follow up in four months.

Rollington Ferguson, M.D.
