CONTRERAS, GICELA

DOB: 07/01/1964
DOV: 12/26/2022
CHIEF COMPLAINT: This is a 58-year-old woman who comes in today with:

1. Cough.

2. Congestion.

3. Sore throat.

4. Fever.

5. Headache.

6. Nausea.

7. Not feeling well.

8. URI symptoms,

9. Also, has history of obesity,

10. History of fatty liver.

11. History of carotid stenosis.

12. History of abnormal echocardiogram.

13. History of calcification throughout the carotid.

14. History of status post radioactive iodine treatment, on thyroid medication at this time.
HISTORY OF PRESENT ILLNESS: This 58-year-old woman comes in today with multiple medical issues and problems. She has not seen us for sometime and would like to get a full workup including some blood work done. The patient states that she has a specialist now regarding her thyroid and he has been checking her TSH and adjusting it.

PAST MEDICAL HISTORY: Hypertension and hypothyroidism.

PAST SURGICAL HISTORY: Left knee surgery and arthroscopic surgery.

MEDICATIONS: Metoprolol 50 mg; then Norvasc 10 mg was added today and thyroid; the dose is not known to me.
Blood pressure is elevated today. She states that it is usually better controlled, but today is 170/92 and this needs to be addressed. Her husband just lost his kidney because of blood pressure that has not been treated, so we talked about that at length.

Check blood pressure.

Call me with blood pressure readings next week.

Get TSH from her previous physician.

Thyroid. Status post radioactive iodine treatment, under care of an endocrinologist.
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ALLERGIES: No known drug allergies.

MAINTENANCE EXAMINATION: Colonoscopy is up-to-date. Mammogram is overdue.

SOCIAL HISTORY: She is not drinking. She is not smoking. She is married. She is working at a restaurant.

FAMILY HISTORY: Mother died of breast cancer. Father has high blood pressure.

REVIEW OF SYSTEMS: As above. She has gained weight. She has history of snoring and cannot rule out sleep apnea. She was scheduled to have workup done, but never did the workup. Swelling of the legs.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, awake, and in no distress.

VITAL SIGNS: Weight 239 pounds. O2 sat 95%. Temperature 98. Respirations 16. Pulse 98. Blood pressure 170/92.

HEENT: TMs are red.

NECK: Shows no JVD.

HEART: Positive S1 and positive S2.

LUNGS: Few rhonchi.

ABDOMEN: Soft. There is some epigastric tenderness noted.

NEUROLOGICAL: Nonfocal.

EXTREMITIES: Lower extremity shows edema at 1+.

ASSESSMENT:
1. The patient’s flu test is negative.

2. The patient’s strep test is positive.

3. Sinusitis.

4. Strep pharyngitis.

5. Amoxil 875 mg b.i.d.

6. Medrol Dosepak.

7. Phenergan DM.

8. In the office, the patient received Rocephin a gram.

9. Decadron 8 mg.

10. Add Norvasc 10 mg to her medication.

11. Call with blood pressure at least three times a day in five days.

12. Mammogram ordered. It is a must with family history of breast cancer.

13. Increased weight.
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14. Symptoms of sleep apnea caused us to order a sleep study done.

15. History of carotid stenosis. No significant change.

16. Abnormal echocardiogram two years ago. This was followed up by echocardiogram today. No abnormality was noted.

17. Pharyngitis.

18. Carotid stenosis.

19. Lower extremity edema.

20. No sign of DVT.

21. Upper extremity pain.

22. Peripheral vascular disease noted in the lower extremity.

23. Order mammogram.
24. We will call the patient with the results as soon as they are available.

25. The patient is going to come back in two weeks, but call next week regarding her blood pressure.

Rafael De La Flor-Weiss, M.D.

