CLAUSE, BEATRICE

DOB: 04/29/1961

DOV: 03/03/2025

HISTORY: This is a 63-year-old female here with chest pain. The patient stated pain started about approximately one or two hours ago and stated she has been having some chills and body aches going on for some two days now, also sore throat, but came in because today she has the pain in the center of her chest and she states sometimes it moves to her back. She stated when the pain started it was approximately 9/10, but right now pain is approximately 2/10. She denies diaphoresis with the pain. She denies shortness of breath with the pain. She denies exertional dyspnea or history of paroxysmal nocturnal dyspnea. The patient denies headache. Denies nausea, vomiting, or diarrhea.

PAST MEDICAL HISTORY: Hypercholesterolemia, depression, and gastroesophageal reflux disease.

PAST SURGICAL HISTORY:
1. Bladder suspension.

2. C-section.

3. Cyst removal.

4. Hysterectomy.

MEDICATIONS:
1. Bupropion.

2. Atorvastatin.

3. Pantoprazole.

4. B12.

5. B6.

SOCIAL HISTORY: The patient reports occasional alcohol use. Denies drug or tobacco use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 129/73.
Pulse is 82.

Respirations are 18.

Temperature is 97.8.
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HEENT: Normal.
RESPIRATORY: No paradoxical motion. No respiratory distress. No use of accessory muscles.
CARDIAC: Irregular rate and rhythm. No peripheral edema or calf tenderness.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: She is alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Chest pain.
2. Abnormal EKG.
3. Mitral valve stenosis.
PLAN: Today, we did the following labs: CBC, CMP, and lipid profile. I ordered a STAT troponin.
The patient’s heart score was reevaluated as follows: Moderate suspicion score is 1. EKG reveals atrial rhythm, rate is 79 bpm, prominent R-waves in V1 and V2 and moderate ST depression.

Posterior extension of prominent R-wave in V1 and V2 and the EKG is suspicious.

The patient will have a score of 1 for EKG, which is nonspecific. Age: She is 63 years old and that score she will be 1. Risk factors 1 for hypercholesterolemia. No family history of cardiac disease. The troponin, we did not get the results of troponin, we will give that as 0 for now because of the acuity of her pain; she is having pain for one to two hours, troponin would not be elevated within that time. However, because of these physical findings, abnormal EKG, the patient and I had a lengthy discussion about being evaluated at a more comprehensive center. I offered to call ambulance for the patient and she declined; her husband is present and he stated he will take her to one of the emergency rooms in the neighborhood.

The patient was given an aspirin 81 mg chewable. Again, we discussed calling an ambulance for this patient, she and husband declined and they stated they would drive to the facility. They were given the opportunity to ask questions and they state they have none.
ADDENDUM: Ultrasound was done assessing the patient’s vasculature, organ systems and an echo. Echo reveals mitral stenosis. No DVT was present.
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