HLAVATY, BRANDETTE

DOB: 12/31/1974

DOV: 11/28/2022

CHIEF COMPLAINT:

1. Cough.

2. Congestion.

3. Sore throat.

4. Abdominal pain.

5. History of nausea.

6. History of increased cholesterol.

7. History of thyroid issue.

8. “I am gaining weight.”
9. The patient is on hormonal patches per OB/GYN.

10. History of CLL, under the watchful eyes of Millennium Oncology.

HISTORY OF PRESENT ILLNESS: The patient is a 47-year-old woman who takes care of her grandchild at home during the day. She comes in today with above-mentioned symptoms for the past three days.

Looking at her chart, it is obvious that from the beginning of this year she has gained 18-19 pounds that she is quite upset about. She is taking her thyroid and hormone patch per OB/GYN. She recently had blood work done two months ago and was told that her thyroid was within normal limits. She is still seeing the oncologist for her chronic lymphocytic leukemia. White count is running around 30,000, but her lymphocyte counts are within normal limits. The oncologist wanted to recheck her abdominal ultrasound as well.

At one time, the patient was referred for sleep apnea evaluation. She does have significant sleep apnea and was placed on CPAP that actually doing much better at this time.

Last blood test in this office was in 2020, but once again she gets blood work from the oncologist and from her PCP, from her thyroid specialist on regular basis and was told two months ago that her thyroid was within normal limits.
PAST MEDICAL HISTORY: CLL, hyperlipidemia, hypothyroidism.

PAST SURGICAL HISTORY: Hysterectomy total.

MEDICATIONS: Mucinex, Flonase, levothyroxine, and some kind of cholesterol medicine.

ALLERGIES: No known drug allergies.

COVID IMMUNIZATION: Up-to-date.

MAINTENANCE EXAM: Colonoscopy is not due yet, but mammogram was done two weeks ago.
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FAMILY HISTORY: Coronary artery disease. No colon cancer. Positive diabetes. Positive high blood pressure.
SOCIAL HISTORY: She does drink; she states about a six pack or maybe more a week, but does not smoke.
REVIEW OF SYSTEMS: As above.

PHYSICAL EXAMINATION:

GENERAL: Today, on exam, she is alert, she is awake.

VITAL SIGNS: Weight 219 pounds. O2 sat 97%. Temperature 98. Respirations 18. Pulse 78. Blood pressure 148/68.

HEENT: TMs are red. Posterior pharynx is red and inflamed.

HEART: Positive S1. Positive S2.

LUNGS: Few rhonchi.

ABDOMEN: Soft.

EXTREMITIES: Lower extremity edema has resolved.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.

ASSESSMENT/PLAN:

1. Her abdominal ultrasound, which was done with history of CLL, has shown no changes from two years ago.

2. Sinusitis.

3. Pharyngitis.

4. Strep is negative.

5. Flu A and Flu B are negative.

6. Continue with Nasonex and Flonase.

7. Treat with Rocephin 1 g, Decadron 8 mg plus Medrol Dosepak, Augmentin and Cortisporin Otic suspension.

8. She knows to take the medication with food and yoghurt.

9. We talked about how to avoid diarrhea.

10. Sleep apnea.
11. She is using her CPAP on regular basis.

12. Colonoscopy is not due till next year.

13. Mammogram is up-to-date.

14. History of CLL.
15. Under care of specialist Millennium Oncology.
16. Diet and exercise discussed.

17. Intermittent fasting discussed with the patient and she is going to start some sort of intermittent fasting and exercise on regular basis.
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