RANDY STIDEJN
01/21/2013
DOB:
The patient was seen on 01/21/2013 for a followup on his medications and lower extremity swelling and high blood pressure.  He has been doing pretty good except for his blood pressure today seems to be running a little bit high.  He is supposed to follow with the cardiologist.

REVIEW OF SYSTEM:  A complete review of systems was done.
PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  He is alert and oriented.  VITAL SIGNS:  His weight is 301 pounds.  His blood pressure: 160/102.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat normal.  No tonsils enlarged.  No thyromegaly.  No carotid bruits.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  No crackles.  Good air entry.  CVS:  S1 and S2 are audible and regular.  No murmurs.  No JVD.  ABDOMEN:  Obese, soft, and nontender.  Bowel sounds are positive.  EXTREMITIES:  Edema positive in both lower extremities.  No calf tenderness.  No rash.  Pulses are palpable.  Warm extremities.  General condition of the skin is normal.

ASSESSMENT/PLAN:  (1).  High blood pressure.  (2).  Swelling of lower extremities.  (3).  Diabetes.  (4).  History of colon dissection in the past due to diverticulosis.  The patient is supposed to go for a repeat colonoscopy.  I am going to order echocardiogram.  A complete physical blood work was ordered.  He was emphasized on the importance of taking all his medications and watching his diet especially salt, fat, and carbohydrates and exercise.  Follow up in next few weeks.  He needs to take care of his blood pressure and modifying his lifestyle.  Everything was explained to him in detail.  All his questions were answered to his satisfaction.
Zehra Noorani, M.D._______________________/Sri

DONNA SPANBERGER
01/21/2013
DOB:
She was seen on 01/21/2013 for a followup on her medications and she is feeling fine and her blood sugars have been under control.
REVIEW OF SYSTEM:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

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.  No carotid bruits. LUNGS:  Clear to auscultate.  No wheezing.  No rhonchi.  No crackles.  Good airway entry.  CVS:  S1 and S2 are audible, regular.  No murmurs.  No JVD.  ABDOMEN:  Soft and nontender.  Bowel sounds are positive.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses palpable.  Warm extremities.  No neurological deficits.  Good sensations except for left big toenail is a little bit ingrown toenail, but no signs of inflammation.
ASSESSMENT/PLAN:  (1).  Diabetes.  (2).  Occasional diarrhea, it could be IBS.  Patient tries to modify her diet and it gets better.  (3).  Elevated TSH.  (4).  Left big toe ingrown toenail.  The patient was asked to follow up with the podiatrist if she has any problems.  The complete review of diet was done.  She was emphasized on the importance of step-1 diet, low-fat, low-carbohydrate, low-salt, and exercise.  Monitor her blood sugars.  I am going to repeat the TSH and T4 and she needs a mammogram and colonoscopy.  Hemoglobin A1c was done, which shows 6.8.  Everything was explained to her in detail.  All her questions were answered to her satisfaction.  She will follow up in three months.

Zehra Noorani, M.D._______________________/Sri

PAMELA BROWN
01/21/2013
DOB:
The patient was seen on 01/21/2013 with complaints of having cough and congestion.  She has sore throat going on for a long time.  She is very fatigued and has chills.  She continues to smoke because she is under lot of stress and anxiety.
REVIEW OF SYSTEM:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is a little bit anxious.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Eyes are normal.  Nasal mucosa and throat is erythematous.  Mild submandibular lymphadenopathy.  No thyromegaly.  No carotid bruits.  LUNGS:  Clear to auscultate expect for decreased 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.
ASSESSMENT/PLAN:  (1).  Cough and bronchitis.  (2).  Sore throat and fatigue.  (3).  Submandibular lymph nodes enlarged and tender.  (4).  Hypertension, hyperlipidemia, anxiety, depression and nicotine addiction.  She does not want to take any statins because of the muscle ache.  She is up-to-date with her blood work.  I want to do a rapid strep on her, which was done and negative.  I am going to start her on Zithromax.  She needs to take any cough syrup over-the-counter.  She will continue using all her medications.  Emphasis was made on modification of diet and especially nicotine addiction.  At this point, the patient is very stressed out.  She does not want to talk about smoking.  I will check her back as needed and call me if there is any problem.

Zehra Noorani, M.D._______________________/Sri

PATRICIA PALAZZOLO
01/21/2013
DOB:
The patient was seen on 01/21/2013 for followup on blood work.  She has been anemic in the past because of heavy uterine bleed and she is supposed to follow up with an OB/GYN, otherwise, she is doing fine.  She does not have any problems.

REVIEW OF SYSTEM:  A complete review of systems is negative.
PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is alert and oriented, not in distress.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.

ASSESSMENT/PLAN:  (1).  The patient is here for a followup on blood work with anemia.  History of heavy uterine bleed.  She is going to be followed with OB/GYN and going for complete hysterectomy and start taking some iron pills as needed.  She will follow up as needed.

Zehra Noorani, M.D._______________________/Sri

MICHAEL CONRNELIUS
01/21/2013
DOB:
The patient was seen on 01/21/2013 for a followup on elevated blood pressure.  His blood pressure has been staying high even though he is taking medications.  He gets very fatigued and lethargic.  His snores a lot and he is a little bit overweight as well.
REVIEW OF SYSTEM:  A complete review of systems was done.
PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  He is slightly obese.  VITAL SIGNS:  His weight is 212 pounds.  Height of 5’7”.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat are normal.  No tonsils enlarged.  No thyromegaly.  No carotid bruits.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  No crackles.  Good air entry.  CVS:  S1 and S2 audible, regular.  No murmurs.  No JVD.  ABDOMEN:  Soft and nontender.  Bowel sounds are positive.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warm extremities.  SKIN:  General condition of the skin is normal.

ASSESSMENT/PLAN:  (1).  The patient is here for a followup on blood pressure, which is very elevated today it is 165/104.  (2).  Fatigue, obesity, and snoring.  A detailed discussion was done.  He needs to modify his diet with low-salt, low-fat, and low-carbohydrate.  Start exercising and I want to do sleep studies on him for sleep apnea and echocardiogram.  He will continue using all his medications.  I am going add lisinopril 10 mg to Norvasc and followup in a week.  Everything was explained to him.
Zehra Noorani, M.D._______________________/Sri

DAVID WHITE
01/21/2013
DOB:
The patient was seen on 01/21/2013 for a followup on lower extremity edema and cellulitis.  He does have a history of pericardial effusion.  He is getting a little bit dyspneic with shortness of breath and fatigue.

REVIEW OF SYSTEM:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  He is a little bit fatigued.  VITAL SIGNS:  Stable.  He seems to be getting a little short of breath when he talks.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat normal.  No thyromegaly.  No carotid bruits.  LUNGS:  Consistent with decreased airway entry, but no wheeze.  No rhonchi and no crackles.  CVS:  S1 and S2 are audible and regular.  No murmurs.  No JVD.  ABDOMEN:  Soft, obese, and nontender.  Bowel sounds are positive.  EXTREMITIES:  Edema positive in both the lower extremities with chronic skin changes of dermatitis with tight skin, bullae, and erythema and mild edema positive.  No calf tenderness.

ASSESSMENT/PLAN:  (1).  Edema, both the lower extremities with cellulitis.  He is finishing a course of Bactrim.  I want him to stop after 10 days, but he will be given Bumex 2 mg.  He can stop water pill and start taking Bumex.  (2).  Hypertension.  (3).  Shortness of breath, and history of pericardial effusion.  (4).  Fatigue.  (5).  Chronic renal failure.  The patient will be seen a cardiologist and he will be getting an exercise.  I am going to avoid x-ray.  Everything was explained to him in detail.  All his questions were answered to his satisfaction.  Spent more than 20 minutes with the patient
Zehra Noorani, M.D._______________________/Sri

THOMAS HERBERT
01/21/2013

DOB:

The patient was seen on 01/21/2013 with complaints of having cough, congestion, postnasal drip and feeling fatigue and chills.  No high fever.
REVIEW OF SYSTEM:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  HEENT:  Head is normocephalic.  No temporal tenderness.  No neck rigidity.  Eyes, ears, nose, and throat are normal.  No tonsils enlarged.  No thyromegaly.  No carotid bruits.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  No crackles.  Good air entry.  CVS:  S1 and S2 are audible, 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.

ASSESSMENT/PLAN:  (1).  Headache with cough, fatigue and chills.  (2).  Postnasal drip.  (3).  Hypertension and hyperlipidemia.  (4).  History of patent foramen ovale and bicuspid aortic valve.  A detailed discussion was done with the patient.  At this point, I am going to start him on Zithromax and Hycodan cough syrup.  He is due for complete physical, blood work, and to follow up as needed.

Zehra Noorani, M.D._______________________/Sri
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