HODGES, WANDY

DOB: 12/23/1953
S:
Pt presents today for medication RFs for a followup.  She gained about 20 pounds since her last visit. She states she has been doing very poor with the diet and exercise, and she has not been doing that at all.  Her blood sugars have been relatively good in the 150s-170s and she has had some lows in the 60s and 80s when she does _______0:27 (1193)________ secondary to GLIPIZIDE.  Pt’s blood pressure has remained well. She has had no other issues at this time.  She states the depression has been doing well.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS: Noted. CV: RRR.  LUNGS: CTA.  EXTREMITIES: No edema.

A/P:
1.
Diabetes elevated A1c uncontrolled at this time. We will continue with METFORMIN 1000 mg p.o. b.i.d., JANUVIA 100 mg p.o. q.d., GLIPIZIDE 5 mg one tablet p.o. b.i.d., and ACTOS 30 mg half tablet p.o. q.d.

2. Lower extremity edema.  Continue with TRIAMTERENE/HYDROCHLOROTHIAZIDE 37.5/25 mg one tablet p.o. q.d x 90 RFs x 1.

3. Hypertension, well controlled with LOSARTAN 25 mg p.o. q.d., #90, RFs x 1.

4. Hypercholesterolemia.  Continue LOVASTATIN 40 mg p.o. .q.d, #90, RFs x 1.

5. Depression. Continue with CELEXA 40 mg p.o. q.d,, #90, RFs x 1.

6. Obesity.  Discussed diet and exercise again, including improving her overall potion control as well as exercising on a daily basis at least 30 minutes, four to five times a week.  Pt is required to have some weight loss at next visit, given her elevated A1c.  We will check A1c today as well.  I believe this pt would benefit from LANTUS use, still refusing to start with LANTUS.  We will get labs today including CMP, hemoglobin A1c, and vitamin D, given her vitamin D deficiency at previous lab work.  We also have the Pt to start checking her blood sugars two hours postprandial to see if this would improve her overall diet control.

7. Preventative care.  Pt should get _______3:06 (1193)______ flu shot vaccine this year.  She also will receive shingles next year and Tdap is also recommended.  Mammogram and colonoscopy recommended as well.

KK/PL

PATTERSON, FLORENCE

DOB: 01/25/1927
S:
Pt presents today, stating that for the last three days, she has been feeling under the weather and today she started having a fever and chills. She states the temperature went up to 102.  She took some TYLENOL and it has come down now to 99.  She has a chronic history of UTI and was recently started on KEFLEX for prophylaxis.  She states she has no abdominal pain.  She does have some nausea and no vomiting; no diarrhea or constipation and no other URI symptoms.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS: Noted. CV: RRR.  LUNGS: CTA.  No wheezes, rales or rhonchi.  HEENT:  Unremarkable.  ABDOMEN: Soft, NT and ND.  +BS.  BACK: No CVA tenderness.

A/P:
1.
Fever, unknown etiology at this time, possibly related to UTI.  We will have a urinalysis and culture and we will discontinue KEFLEX for now and start LEVAQUIN 250 mg one tablet p.o. q.d. x 7 days. Given the Pt’s history of renal insufficiency, I believe she will be better off at a lower dose.  Also push fluids.  If the Pt seems to be getting worse and no improving including severe dehydration, she should be followed up in the ED as discussed today with her daughter.

KK/mk

________

DOB: 10/31/1933
S:
Pt presents today for a followup.  She states she has been doing relatively well after taking ALEVE it seem to improve her overall breathing.  She did go get a chest x-ray, which she is still concerned.  She is still little dyspneic more than usual.  She states that she was not able to walk more than 12 feet from her living room to her dining room without feeling shortness of breath.  She has not noticed any swleling or chest pain or increased cough to URI symptoms.  No fevers noted.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS: Noted.  CV: RRR.  LUNGS: Positive crackles on the right upper lobe.  EXTREMITIES:  No edema.

A/P:
1.  COPD exacerbation.  We will try PREDNISONE 40 mg one tablet p.o. q.d. x 5 day and followup if no improvement of symptoms or worsening symptoms.  We will monitor closely, given the PT’s multiple medical problems.  Pt will follow up in the next two months and I also reviewed her x-ray today, which shows COPD changes. Pt is unable to take blood pressure.  She states that she has been feeling under the weather and does not want to take her coat off.  She normally has good blood pressure and we will follow her in the next couple of months.  She also has a nurse, who takes her blood pressure at home, which she states everything is being within normal limits.

KK/mk

ALVAREZ, DAMIAN


DOB: 06/18/1926
S:
Pt presents today for a followup three months. He has been doing well.  He has not complaints though he states that while he was in Mexico in December, he had an episode where his vision changed and then he stated after about a couple of seconds, it was back to normal.  He had no loss of consciousness.  No other weakness or neurological deficit.  He states since then, he has had no other episodes.  He did not check his blood sugars at the time or his blood pressure.

ROS:
Otherwise negative.

O:
GENERAL:  NAD.  VITAL SIGNS: Noted.  CV: RRR.  LUNGS: CTA.  No wheezes, rales or rhonchi.  ABDOMEN: Soft, NT and ND.  +BS.  EXTREMITIES: No edema.  Echo recently done on 10/25/11, EF of 55% with some LVH.  Mild diastolic dysfunction with some regurgitation noted.  Pt also had carotids done in August 2011, which shows moderate atherosclerosis of the left carotid, and CT angiogram was recommended.  At that time, the Pt and his daughter decided not to pursue that, given risks and benefits of the procedure.  NEURO: Cranial nerves II through XII intact.  Gait intact.  Sensation intact.

A/P:
1.
Diabetes, well controlled. Continue with METFORMIN.

2. Hypercholesterolemia. Continue with PRAVASTATIN.

3. Visual changes, unknown etiology; could consider CT of the head versus repeat carotids. Given his history of atherosclerosis, we will discuss with his daughter secondary to the Pt’s hearing problems as well.  His fist language being Spanish.  At this time, we will get labs including hemoglobin A1c and CMP, and followup with the Pt in the near future.

4. Hypertension, well controlled.

5. Hypothyroid. Continue with L-THYROXINE.
6. Insomnia.  Continue with AMBIEN.

7. Preventative.  Pt is to get pneumonia vaccine today.  We will followup in three months.

KK/ss
OSBY, CATHERINE

DOB: 01/23/1923
S:
Pt presents today secondary to neck pain.  She states she awoke yesterday having back pain.  She thinks the ALEVE that the nurse gave her at the assisted living facility she is at currently and she states it helped somewhat, but she still continues to have increasing pain.  Her daughter is present and states that she did try putting her on some sort of lotion that she was given by the chiropractor, which seemed to help her, but has not improved completely.  She is having difficulty rotating her head and with extension of her head as well.  Pt denies any shortness of breath or chest pain or neurological symptoms.  Pt’s daughter states that her dementia is stable and has not changed much over course of the last month or so since she has been seen and that her gait has been stable.  She has been getting physical therapy to help with pain in her legs.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS:  Noted. CV:  RRR.  LUNGS:  CTA.  No wheezes, rales or rhonchi.  NECK: Slightly tender with rotation and extension, and tender along the paraspinal and cervical area.

A/P:
1.
Cervical strain with musculoskeletal strain.  We will have the Pt start with FLEXERIL 10 mg p.o. t.i.d. p.r.n.  We discussed side effects of this medication, including severe fatigue and worsening dementia.  Pt would like to take the medication after dinner and just prior to bedtime and then take ALEVE b.i.d as directed.  Pt will follow up with me if no improvement and we will also start physical therapy, Rx given today.

KK/PL

AGESEN, THANDLER

DOB: 02/19/2003
S:
Pt presents today for ear pain x one day.  Fever this a.m.; last TYLENOL was earlier today.  Pt did have congestion about a week ago, but since then that has improved.  He does have an occasional cough at this time, dry in nature.

ROS:
Otherwise negative.  No nausea, vomiting, diarrhea or constipation or abdominal pain, dysuria, urgency or frequency.

O:
GENERAL: NAD.  VITAL SIGNS: Noted. CV: RRR.  LUNGS: CTA.  EXTREMITIES:  No edema.  HEENT:  R. TM positive bulging, erythema, and no discharge noted.  No light reflex. Ear canal and pinna without tenderness or exudate.  Pharynx no erythema, exudate, or tonsillar enlargement. NECK: Supple.  No LAD.  No thyromegaly, nodules or bruits..  SKIN: No rashes.

A/P:
1.
Otitis media of the right ear, severe in nature.  We will start the Pt on AMOXICILLIN 400 mg chewable one tablet p.o. t.i.d. x 10 days.  Follow up in two weeks for recheck.  I did discuss with grandma today, who is present that there may be a possible rupture, given that the Pt had severe bulging and pressure of the ear.  She will continue MOTRIN and TYLENOL as needed for pain as well as fever.  Pt will not go to the school for the next 24 hours and follow up with me in two weeks.

2. Cough and URI.  We will continue supportive care and followup in two weeks or sooner if no improvement of symptoms.

KK/PL

LEWIS, ANDREW

DOB: 08/06/1986
S:
Please see chart.

ROS:
No nausea, vomiting, diarrhea or constipation.  No chest pain, shortness of breath.

O:
GENERAL:  NAD.  VITAL SIGNS: Noted.  HEENT:  Nasal turbinates clear.  OP slight PND and erythema.  No tonsillar enlargement or exudate.  TMs clear B/L.  LUNGS: Clear.  No wheezes, rales or rhonchi.  HEART: RRR.  ABDOMENL: Soft.

A/P:
1.  URI with fever.  Pt has a history of _______0:50 (1523)_______. We will get CBC as well.  We will start the Pt on OMNICEF 300 mg q. 12 x 10 days and followup if the Pt continues to have fever, should followup immediately given his history.

2. Preventative.  Pt should have flu shot.  Hepatitis shot this time states he does not because in the past he has had reactions.

KK/mk

ABBOTT, ANDE

DOB: 07/12/1943
S:
Pt presents today six-month followup and he has been doing well.  He has no complaints. He states that the FLOVENT at 100 mcg seems to be helping him.  He states his lungs are much clear now.  He is not having to use his ALBUTEROL inhaler on a daily basis.  He states the ANDROGEL seems to help with his overall mood as well as his overall energy level.  He has not been taking the METFORMIN. His last A1c was recently 10 and 6.4 on 01/15/13 and it has increased from before at that point.  Cholesterol remains WNL.  He states he does have increased polyphagia and has gained about 25 pounds over the last six months.  Pt states he has been doing well with the CPAP machine as well as his oxygen with _____1:05 (1524)______refraction, feels it is working for his overall sleep pattern.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS: Noted. CV: RRR.  LUNGS:  CTA.  EXTREMITIES:  No edema.  ABDOMEN: Obese.

A/P:
1.
Hypogonadism. Continue with ANDROGEL.

2. Hypercholesterolemia. Continue with LIPITOR and ZETIA.

3. OSA and hypoxia.  Continue with CPAP and 2 liters of O2.

4. Hypertension, well controlled with VERAPAMIL, and BENICAR.
5. Diabetes, well controlled, though he will start METFORMIN given his polyphagia 1000 mg XR q.d and followup.

6. Asthma. Continue with FLOVENT and PROAIR.

7. Preventative.  Flu and pneumonia vaccine recently done.  We will have the Pt followup for labs including hemoglobin A1c and PSA; however the Pt had colonoscopy in 2008.

KK/PL

HARRIS, TERRI

DOB: 10/11/1977
S:
Pt presents today with fever, cough, and shortness of breath x four weeks.  She states that she has some productive cough. She is not sure how high the fever has been. She states in the past she has had the ALBUTEROL medications to help with her shortness of breath, and she has been diagnosed with bronchitis multiple times. She states that she has no congestion, but some PND.  Pt also states that she would like appetite suppressant because she has ben gaining weight abnormally for the last couple of months and she has gained 15 pounds over the last month and half, though her weight is the same here since last year.  Pt states that she has never taken the appetite suppression before and does have a history of anxiety, panic attacks, but is on no medication for that.  Pt also notes that she has been having severe malaise and fatigue and some insomnia at night. She used to work second and third shift, and now she changes the shifts couple of years ago, but she continues to have fatigue during the day and it actually has become so bad that she had to change the shift of her job from a.m shift to the afternoon shift from 3 to 11, at which time she feels little bit more weight, but than at night shift difficulty sleeping. She states she does snore when she sleeps and per her father, she has episodes where it seems like she is not breathing and the snoring has been incredibly loud.  She does state that she thinks this is related to her normal weight. She has no chest pain or shortness of breath at this time.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS: Noted. CV: RRR.  LUNGS:  CTA.  No wheezes, rales or rhonchi.  HEENT:  TMs clear.  NECK: Supple.  No LAD. Pharynx positive PND.  No sinus tenderness.

A/P:
1.
URI of possible reactive airway disease, cough and dyspnea.  We will treat with ALBUTEROL MDI two puffs q.4-6 p.r.n. and we will also add Z-PAK x 5 days.  Follow up if no improvement.

2. Fatigue and malaise.  Possible OSA.  We will have the Pt followup for sleep study and Rx given today.

3. Obesity.  Abnormal weight gain.  We will have the Pt try PHENTERMINE 37.5 mg one tablet p.o. q.d., #30, RFs x 2 and I had a long discussion today in regards to the medication side effects including palpitations, increasing anxiety, insomnia, agitation, addiction  and withdrawal.  Pt is aware and will followup with me in the next month if no improvement.

4. Preventative.  Pt should receive flu as well as Tdap along with Pap and Physical.  Pt will follow up in the next month.

5. History of anxiety. No medications at this time.  We will continue monitor closely.

6. Lab work.  Pt should receive CBC, CMP, lipid panel, and TSH, given her obesity as well as her recent difficulties with her weight, fatigue and malaise.

KK/mk

RUIZ, IRASEMA

DOB: 07/03/1964
S:
Pt presents today for a followup on labs and ultrasound as well as mammogram, which was reviewed today.  Pt was found to have a normal mammogram. She did have an ultrasound to look for a cyst, and was found to have myometrial cyst x 2.  One was noted from the previous and needs to be followed closely.  Pt does not have any history of abnormal periods or severe fatigue.  Also noted was cholesterol with elevated with LDL 178, total HDL was at 82. She has family history of hypercholesterolemia and maternal history of coronary artery disease, but at a later age after 50.

ROS:
Otherwise negative.

O:
GENERAL:  NAD.  VITAL SIGNS: Noted.  CV:  RRR.  LUNGS: CTA.  EXTREMITIES:  No edema.

A/P:
1.  Hypercholesterolemia.  Pt is currently taking no medications for this and in the past has taken SIMAVASTIN.  We will consider if it continues to be elevated and recheck in six months to a year.

2. Myometrial cyst.  Repeat ultrasound in six months.

3. Depression.  Continue with ZOLOFT.

4. GERD. Improved now and will continue with omeprazole p.r.n.  Followup as needed or in six months.

KK/mk

