DAVIS, TIFFANY
DOB: 06/09/1975
DOV: 08/26/2024
HISTORY OF PRESENT ILLNESS: A 49-year-old woman comes in with dizziness. Blood pressure out of control. Blood pressure was 160/80, came down to _______ before leaving with clonidine.
The patient is a 49-year-old woman with extensive history of hypertension, dizziness, carotid stenosis, strong family history of hypertension, and stroke. The patient was in the hospital earlier this year. She had full workup done because her blood pressure was elevated 211/103. She was placed on Norvasc. She states even though she is taking Norvasc, her blood pressure remains elevated.

The patient was seen on Friday with blood pressure of 150/90, dizziness. She was treated with dexamethasone, Antivert and Medrol Dosepak.
She continues to be dizzy with even more increased blood pressure.
PAST MEDICAL HISTORY: Hypertension, hypothyroidism, anxiety, and Hashimoto's thyroiditis.
PAST SURGICAL HISTORY: Breast augmentation.
MEDICATIONS: Levothyroxine, amlodipine 10 mg, and buspirone.
COVID IMMUNIZATIONS: None.
MAINTENANCE EXAM: Colonoscopy is up-to-date. She had a polyp at one time that was removed earlier this year. Mammogram is up-to-date.
Last hospitalization in Kingwood because of increased blood pressure. She had full workup done earlier this year in June, cardiac CT and such.

SOCIAL HISTORY: Last period was on 06/20/24 abnormal because she has IUD in place. She is married, pregnant twice. She smokes quarter of pack a day. She used to smoke two to three packs a day. She does not drink very much at all. She does not use drugs.
FAMILY HISTORY: Positive for bladder cancer and hypertension. Grandmother with breast cancer.
DAVIS, TIFFANY
Page 2

PHYSICAL EXAMINATION:

GENERAL: She is alert. She is awake. She is in no distress.

VITAL SIGNS: Blood pressure 162/88. Pulse 73. Respirations 22. Temperature 98.1. O2 sat 100%. Weight 172 pounds.

HEENT: Funduscopy examination of the eyes negative. Oral mucosa without any lesion.

NECK: No JVD.
LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.
ASSESSMENT/PLAN:
1. Hypertension, out of control.
2. Add irbesartan 150/12.5 mg once a day.

3. Urinalysis shows no proteinuria. No blood.

4. Abdominal ultrasound shows no evidence of renovascular hypertension.
5. Carotid stenosis is minimal.

6. Echocardiogram shows LVH.

7. History of benign positional vertigo.

8. History of thyroid nodule. Multiple nodules noted in her thyroid today, but she has had biopsy in the past.

9. Fatty liver minimal.

10. Pedal edema most likely related to Norvasc. Change Norvasc to at bedtime.

11. Leg pain and arm pain multifactorial.

12. LVH.

13. Vertigo.

14. Continue with Antivert.

15. Finish the Medrol Dosepak.

16. Add irbesartan 150/12.5 mg hydrochlorothiazide in the morning.

17. Norvasc at night.

18. Call me with blood pressure reading in three days.
19. If not improved or condition worsens, will call me for a CT of the brain, but she already had CT, MRI, CTA, and multiple workup done in June because of high blood pressure.

Rafael De La Flor-Weiss, M.D.

