NANCY RICHARDS
01/21/2013
DOB:
The patient is a 64-year-old female comes in on 01/21/2013 for a compete physical as a new patient required by State of Michigan and Department of Health Services for insurance.  She has problems of headache off and on, neck pain because of cervical degenerative joint disease, arthritis and chronic low backache as well her left eye has been a little bit more prominent, watery, it is itchy all the time, and she is concerned about it.  Past medical history is significant for arthritis, degenerative joint disease, backache, neck pain, headache, hypertension, depression, anxiety, COPD, IBS, history of kidney stones, and hypothyroidism.  Surgical history, appendectomy.  Social history, she is a smoker.
REVIEW OF SYSTEM:  A complete review of systems was done.
PHYSICAL EXAMINATION:  GENERAL:  She is a little bit nervous and anxious.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  No neck rigidity.  No temporal tenderness, but she does have slight limitation of movements at the cervical joints especially rotation and lateral abduction and adduction.  Both the eyes are examined.  She does have prominent eye especially the left eye is a little bit protruding with injected conjunctiva and watery.  Pupils are reactively.  Ears, nose, and throat normal.  No tonsils enlarged.  No thyromegaly.  No carotid bruits.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  No crackles.  Good airway entry.  CVS:  S1 and S2 are audible and regular.  No murmurs.  No JVD.  ABDOMEN:  Soft and nontender.  Bowel sounds are positive.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warmth extremities.  SKIN:  General condition of the skin is normal.  Focal neurological examination was unremarkable without any neurological deficits.  Musculoskeletal examination was normal.  All joints are within normal.  Full range of movements except for she was unable to bend properly at the LS-spine and she has limitations for movements at cervical spine.  No swelling and no erythema.  General condition of the skin is normal.
ASSESSMENT/PLAN:  (1).  New patient to the service for a complete physical required by State of Michigan and Department of Health Services for insurance.  She does have problems of cervical degenerative joint disease, neck pain, and low backache, headache, abnormalities of the left eye with protrusion, hypertension, COPD, depression, anxiety, IBS, hypothyroidism and nicotine addiction.  A detailed discussion was done.  Modification of lifestyle was explained and exercise.  Follow up as needed.

Thanks for referring the patient.  Call me if you have any questions.

Zehra Noorani, M.D._______________________/Sri

SHARON FORD
01/21/2013
DOB:
She was seen on 01/21/2013 for a complete physical, Pap and pelvic, breast, and rectal examination.  The patient is doing fine.  She has been following with the vascular doctor and cardiologist.  She has not been taking any statins because of aches and pains and plus she has been really doing good with good lipid profile.  Since she has underlying history of coronary heart disease and carotid stenosis, she needs some screening studies, which are recommended by Dr. Markz Karebezaikian.
REVIEW OF SYSTEM:  A complete review of systems was done.

PAST MEDICAL HISTORY, SOCIAL HISTORY, AND FAMILY HISTORY:  Reviewed in detail and documented.
PHYSICAL EXAMINATION:  GENERAL:  She is alert and oriented, not is distress.  VITAL SIGNS: Stable.  HEENT:  Head is normocephalic.  Eyes, ears, nose and throat are normal.  No tonsils enlarged.  No thyromegaly.  She does have carotid bruits related to her surgery.  LUNGS:  Clear to auscultate.  No wheezing.  No rhonchi.  No crackles.  Good airway entry.  CVS:  S1 and S2 are audible, regular.  Systolic murmur positive, which is radiating to the carotid with regular beat.  ABDOMEN:  Soft and nontender.  Bowel sounds are positive.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses palpable.  Warm extremities.  SKIN:  General condition of the skin is normal.  Focal neurological examination is completely unremarkable without any deficits.  Musculoskeletal examination is normal with normal joints without any swelling, erythema, or limitation of movements.  Both breasts were examined and normal appearance.  General condition of the skin is normal.  No skin puckering.  No nipple deformity in all four quadrants and both the breasts were normal.  No axillary or supraclavicular lymph nodes palpable.  Vaginal examination was done.  External genitalia is normal.  Cervix was visualized.  Cultures were taken from the os and vaginal adnexa.  Manual exam was done and no discharge and no bleeding seen.  Rectal examination was done.  She does have hemorrhoids, but no blood seen on the finger.  No polyps or any fissures noted.
ASSESSMENT/PLAN:  (1).  Complete physical examination with Pap, pelvic, breast and rectal examination, which was done.  The patient does have a history of hyperlipidemia, hypertension, history of carotid surgery and aortic surgery.  At this point, I want to do loud aortic aneurysm because of the underlying history.  We will do ultrasound of abdomen and peripheral arterial Doppler.  She is to have a complete physical exam, complete physical blood work, mammogram, and colonoscopy.  Everything was explained to her in detail.  All her questions were answered to her satisfaction. 
ADDENDUM:  She was emphasized on the importance of low-fat, low-salt and low-carbohydrate diet and exercise and she was supposed to follow up as needed.

Zehra Noorani, M.D._______________________/Sri
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