GUZMAN, AMAIRANI

DOB: 04/04/1995

DOV: 10/05/2024

HISTORY: This is a 29-year-old female here for followup. The patient stated that she was seen here on 09/24/24 has some labs drawn. She is here to repeat these labs. She has had reasonable for being here on 09/24 because of palpitation, chest discomfort, and shortness of breath. She stated that she had an extensive workup in the emergency room. She saw a cardiologist who had a Holter monitor and she said when she turned the monitor and she was advised that there was no significant abnormalities noted. She said she also saw GI doctor who informed her that she has a small hiatal hernia

She said she took some pantoprazole, which worked a little but she says she does not take anymore. The patient stated today she has no complaints.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 118/70.

Pulse is 70.

Respirations are 18.

Temperature is 98.1.

HEENT: Normal. Throat: No obstruction seen. No exudate. No edema. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No rigidity. She has normal bowel sounds.

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Palpitation.
2. Lab review.
3. Stress reaction.
PLAN: The patient and I had a lengthy discussion about her condition and the findings on labs on her last visit. There were no significant abnormalities that warrant initiation of medication. The patient and I discussed the possibilities of what could be cause not to be having palpitation and she did indicate that she has some anxiety competent towards on going on to. She is not able to sleep throughout the night. She said she sometime she gets up three to four times and just be sitting or staring at any objects that is in her view.

The patient was given the following medication Atarax 25 mg one p.o. q.h.s.

We talked about activities that are proven to relieve and help the stress namely exercises, walking, jogging, biking, and swimming she says she will. No labs were drawn today as patient’s last visit she had lab drawn.

She was given the opportunity to ask questions and she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

