PROGRESS NOTE
Patient Name: Williams, Annette
Date of Birth: 06/28/1961
Date of Evaluation: 01/24/2024
CHIEF COMPLAINT: A 62-year- female with complaint of shortness of breath.

HISTORY OF PRESENT ILLNESS: The patient is a 62-year-old female who was last seen in the office in June 2021. At that time, she had presented for initial evaluation. She is known to have a history of diabetes, hypertension, and lower extremity swelling/congestive heart failure. She had initially been placed on Lasix, but had continued with lower extremity swelling and dyspnea on exertion. The patient at her initial evaluation was placed on amlodipine for uncontrolled blood pressure and further placed on Jardiance. The patient now returns to the office after a prolonged absence. She reports hospitalization at Highlands General Hospital and Summit Hospital. She most recently was hospitalized last month. She continues with dyspnea, worsened by exertion. She now describes four-pillow orthopnea.
PAST MEDICAL HISTORY:
1. Congestive heart failure.

2. Hypertension.

3. Sciatica.

4. Asthma.

5. Chronic kidney disease.

PAST SURGICAL HISTORY: Unremarkable except

1. Left breast lumpectomy.
2. C-section.

MEDICATIONS: As per most recent hospitalization: Tylenol 650 mg every eight hours p.r.n., albuterol HFA take two puffs by mouth p.r.n., atorvastatin 80 mg one daily, fluticasone HFA one inhalation daily, Neurontin 800 mg total by mouth three times daily, glipizide 10 mg one daily, Norco 10/325 mg one b.i.d. p.r.n., Combivent Respimat one puff four times daily, lisinopril 40 mg one daily, and metformin 1000 mg one daily.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Unremarkable except a sister with diabetes. Grandmother also died of diabetes.
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SOCIAL HISTORY: She stated she has had no cigarettes in 30 days. No drugs or alcohol in 15 years.
REVIEW OF SYSTEMS:
Constitutional: No weight loss or gain.

Respiratory: She has cough, wheezing and shortness of breath.
Neck: She has pain and stiffness.

Genitourinary: She has frequency of urination.
Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 124/58, pulse 89, respiratory rate 20, height 64”, and weight 238 pounds.

Abdomen: Abdomen is noted to be obese, otherwise unremarkable.

Skin: A tattoo of the left forearm. There is 1 to 2+ pitting edema.

IMPRESSION:
1. Congestive heart failure.

2. Diabetes type II.

3. Hypertension, controlled.

PLAN:
1. CBC, chem-20, hemoglobin A1c, lipid panel, TSH, and urinalysis.

2. Repeat echocardiogram.

3. Start furosemide 40 mg one p.o. daily. The patient reports 20 mg dosing not working.

4. She is to follow up in two to three months.

Rollington Ferguson, M.D.

