WHITE, BONNIE
DOB: 06/01/1959
DOV: 03/04/2024
CHIEF COMPLAINT:

1. Vomiting minimal.

2. Diarrhea a lot.

3. Nausea some.

4. Dizziness everywhere.

5. Hyperventilation yes.

HISTORY OF PRESENT ILLNESS: The patient is a 64-year-old lady who works on the eastside of the town at a refinery. She went to her boss, said “I don’t feel good.” Her boss said “you don’t look good.” The patient was pale. She has been having copious amount of diarrhea with some nausea. She does not know exactly what happened. She is here for evaluation of it. Also, she is being getting care from Kelsey-Seybold. She tells me her blood work, mammogram and colonoscopy are up-to-date. At one time, in 2019, she did have what looked like anemia, but she states that has not been the case.

PAST MEDICAL HISTORY: Hypertension. She has been on hormonal replacement, but thank God! she is off of it. Hyperlipidemia.
PAST SURGICAL HISTORY: Hysterectomy.
OB-GYN HISTORY: In 2009, she had hysterectomy.

MEDICATIONS: Levothyroxine 100 mcg once a day, lisinopril 10 mg a day, again off of estradiol, and Nexium p.r.n.
ALLERGIES: PENICILLIN.
IMMUNIZATIONS: Up-to-date. COVID Immunizations: None.
MAINTENANCE EXAM: Colonoscopy and mammogram are up-to-date. Blood work is up-to-date.
SOCIAL HISTORY: She does not smoke. She drinks on the weekends, couple glasses of wine. The patient is trying to lose weight. She has lost some weight. She weighs 165 pounds now. When she was here a couple of years ago, she weighed 166 pounds. So, her weight goes up and down, but it is stable.
FAMILY HISTORY: Coronary artery disease, hypertension, diabetes and stroke. No colon cancer. No breast cancer.
REVIEW OF SYSTEMS: As I mentioned above.
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PHYSICAL EXAMINATION:

GENERAL: She is alert. She is awake.

VITAL SIGNS: Weight 165 pounds. O2 sat 99%. Temperature 97.5. Respirations 16. Pulse 77. Blood pressure 158/79.

HEENT: Oral mucosa without any lesion. Oral mucosa is dry.
LUNGS: Clear.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft, hyperactive.
SKIN: No rash.

NEUROLOGICAL: Nonfocal.
ASSESSMENT/PLAN:
1. Nausea is resolved. Diarrhea copious, but better. Add Cipro. Add Flagyl. No alcohol with Flagyl. If not better in two days, let me know. We will get a stool specimen for culture and sensitivity.

2. TSH has been stable per the patient.

3. Anemia has resolved per the patient.

4. Blood pressure is controlled.

5. No sign of tilt.

6. Cholesterol medication as before.

7. The patient’s blood work is up-to-date per Kelsey-Seybold.

8. The patient has slightly fatty liver.

9. Gallbladder looks good.
10. I do not see any stones in face of diarrhea.

11. With distant family history of stroke, we did look for calcification in the neck, minimal was found.

12. Echocardiogram which was done because of dizziness looks within normal limits.

13. Call me in two days if not better.

14. Findings were discussed with the patient at length before leaving my office.
15. Cipro and Flagyl given.
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