KATHLEEN ROBERTS
01/21/2013
DOB:
The patient seen in today with complaints of having redness, injected conjunctivae, and lot of swelling around both the eyes and they have been clearing lot along with some discomfort and discharge.  He has been complaining of sinus congestion, cough, feeling fatigue, and lethargic with sinus drainage.
REVIEW OF SYSTEMS:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  He seems to be very sick.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Both the eyes are consistent with injected conjunctiva discharge in the eyes.  Sticky discharge with erythema and swelling around the eyelids.  Nasal mucosa and throat are erythematous.  No thyromegaly. No carotid bruits.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  No crackles.  Good airway entry.  CVS:  S1 and S2 are audible, regular.  No murmurs.  No JVD.  ABDOMEN:  Soft and nontender.  Bowel sounds were positive.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warm extremities.  SKIN:  General condition of the skin is normal without any rash.  No neurological deficit.
ASSESSMENT/PLAN:  (1).  Conjunctivitis.  (2).  Sinusitis and cough.  (3).  Hypertension and hyperlipidemia.  (4).  Abnormal mammogram in the past.  The patient is following with a surgeon.  At this point, I am going to start her on Ocuflox eyedrops and Zithromax along with Tessalon Perles.  The patient will get a complete physical and blood work.  Everything was explained to her in detail.  All her questions were answered to her satisfaction.
Zehra Noorani, M.D._______________________/Sri

BOBBIE REAUME
01/21/2013
DOB:
The patient seen in today after almost two years for a followup.  She is here with her son.  She is a very noncompliant patient.  She does not like to go to visit a doctor and she is very noncompliant with her medications and blood work.  She is doing fine.  She has been losing weight.  No acute problems.
REVIEW OF SYSTEMS:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is alert and oriented, little bit anxious.  VITAL SIGNS:  Her blood pressure is slightly elevated 140/80.  Weight is 230 pounds.  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 airway entry.  CVS:  S1 and S2 are audible, regular.  No murmurs.  No JVD.  ABDOMEN:  Obese, soft, and nontender.  Bowel sounds are positive.  I was not able to feel viscera because of the obesity.  No lumbar tenderness or CVA tenderness.  EXTREMITIES:  Mild edema positive with rough and dry skin.  General condition of the nails is thick and brittle.  She does have good sensation.  No neurological deficit.  SKIN:  General condition of the skin is anyways rough and dry.
ASSESSMENT/PLAN:  (1).  The patient is here after almost around two years.  She is getting a little bit memory problems with mild dementia.  (2).  Diabetes.  (3).  Fatigue and hyperlipidemia.  (4).  Degenerative joint disease, arthritis, lower extremity swelling, and knee pain.  A detail discussion was done with the son.  She has been falling frequently and they need some help at home regarding nursing and physical therapy.  After detailed discussion, I referred her to home health care to get nursing aide.  Some help in physical therapy and strengthening exercises for lower extremity to prevent frequent falling.  This was explained to the patient and she was asked to be cooperative.  Hemoglobin A1c was done on the patient and she will continue using all her medications as usual.  Complete physical blood work was ordered as well on her and a hemoglobin A1c was 6.3.  She was emphasized on the importance of low‑carbohydrate, low-fat, low-salt, and high-fiber diet.  She needs to start doing mild exercises.  Everything was explained to her in detail.  All her questions were answered to her satisfaction.
Zehra Noorani, M.D._______________________/Sri

ROY BRINDAMOUR
01/22/2013
DOB:
The patient is seen in today for the first to establish care at Brighton Internal Medicine.  He does have multiple problems that he is basically here to get some antibiotics because he had the swelling and cystic abscess on the left forearm just below the elbow.  He does have a history of MRSA in the past.  He is not having any temperature or chills.  No nausea or vomiting.  He does not remember having any insect bite or he was exposed to any sick patient.
REVIEW OF SYSTEMS:  A complete review of systems was done.

PAST MEDICAL HISTORY, SOCIAL HISTORY, FAMILY HISTORY, AND MEDICATIONS:  Reviewed in detail and documented.
PHYSICAL EXAMINATION:  GENERAL:  He is alert and oriented.  VITALS SIGNS:  His weight is 229 pounds.  His other vitals are stable except for blood pressure is slightly elevated 140/98.  Pulse is regular.  Afebrile.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat are normal.  No tonsils enlarged.  No thyromegaly.  No carotid bruit.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  No crackles.  Good airway entry.  CVS:  S1 and S2 are audible, regular.  No murmurs.  No JVD.  ABDOMEN:  Obese, 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 consistent with burn marks on both the hands, face top, and back of the head and neck.  He does have erythematous indurated swelling on the left forearm just below the dorsum of the elbow.  The skin is tight, erythematous, tender and in the central area there is a small pustular appearance, but no fluctuations or no discharge.
ASSESSMENT/PLAN:  (1).  The patient is here to establish care with Brighton Internal Medicine with complaints of having left forearm infected cystic abscess.  I am going to start him on clindamycin and Bactrim.  The patient does have history of MRSA in the past.  (2).  Chronic arthritis with history of degenerative joint disease.  (3).  Coronary heart disease.  (4).  Hypertension, hyperlipidemia, and chronic pain syndrome.  The patient will be referred to get all her medical records and he will be referred to pain clinic.  Everything was explained to him in detail.  All his questions were answered to his satisfaction.  The patient was emphasized on the importance of diet, low-salt, low-carbohydrate , low-fat, and exercise.  We also made him clear that we will not able to continue giving him a narcotic and that is the reason he was referred to pain clinic.
Zehra Noorani, M.D._______________________/Sri

VERA JEFFRIES
01/22/2013
DOB:
The patient seen in today with complaints of having sinus congestion, headache, postnasal drip, and cough for almost about four days.  She is feeling very fatigued and lethargic with chills.
REVIEW OF SYSTEMS:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  The patient is alert and oriented, very lethargic.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  She does have pressure tenderness in the forehead and maxillary sinuses.  Eyes and ears are normal.  Nasal mucosa is erythematous and swollen.  Throat is normal.  Mild submandibular lymphadenopathy.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  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.  Warm extremities.  SKIN:  General condition of the skin is normal.
ASSESSMENT/PLAN:  (1).  Postnasal drip with sinusitis.  (2).  Cough.  (3).  Fatigue and chills.  (4).  History of hyperlipidemia and GERD.  A detail discussion was done with the patient at this point.  I am going to start her on doxycycline, prednisone taper, and Phenergan with Codeine because she does have history of bronchitis in the past.  Everything was explained to the patient in detail.  She needs to stick on to a good healthy diet and follow up as needed.  If the patient is not feeling better, she should go to ER.
Zehra Noorani, M.D._______________________/Sri

DARLENE O’DONNELL
01/22/2013
DOB:
The patient seen in today with complaints of having difficulty in swallowing.  She has been hurting because of the dryness and feels like something is getting stuck in her throat.  She does have history of multiple sclerosis.
PHYSICAL EXAMINATION:  GENERAL:  She is a very sweet lady, unable to communicate properly.  She is sitting in a wheelchair.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Eyes, ears, and nose are normal.  Throat is consistent with pharyngeal erythema.  Her tongue is very raw, dry, and erythematous with white coating.  No submandibular lymphadenopathy.  No thyromegaly.  No carotid bruits.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  EXTREMITIES:  No edema.  SKIN:  General condition of the skin is normal.

ASSESSMENT/PLAN:  (1).  Oral thrush with symptoms of dysphagia.  (2).  History of multiple sclerosis.  I am going to start her on nystatin swish and swallow.  This was explained to her husband.  She needs to drink fluids.  Keep well hydrated.  Follow up as needed.
Zehra Noorani, M.D._______________________/Sri

WALTRAUD TABAKA
01/22/2013
DOB:
The patient seen in today for a preop clearance for a rectal polyp surgery on 01/24/13 by Dr. Amalia J. Stefanou.  The patient recently had a colonoscopy and they were unable to get the rectal polyp out.  She also has a history of triple aneurysm.  She is feeling fine.  Otherwise, she continues to smoke and at this point she does not want to give up.
REVIEW OF SYSTEMS:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed in detail.

PHYSICAL EXAMINATION:  GENERAL:  She is alert and oriented, not in 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 wheeze.  No rhonchi.  No crackles.  Good airway entry.  CVS:  S1 and S2 are audible, regular.  No murmurs. No JVD.  ABDOMEN:  Obese, soft, and nontender.  Bowel sounds are positive.  No visceromegaly.  No CVA tenderness.  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 preop surgical clearance for removal of rectal polyp on 01/24/13 by Dr. Amalia J. Stefanou.  The patient at this point is not having any acute problems.  She is doing fine.  She will be cleared for surgery on 01/24/13.  (2)  History of triple aneurysm.  (3).  History of GERD.  (4).  Nicotine addiction.  The patient was emphasized on the importance of quitting smoking.  An EKG and chest x-ray was done.  EKG showed slight left atrial abnormality and the chest x-ray was reviewed with the patient, but I still do not have the official report.  Everything was explained to the patient in detail.  All her questions were answered to his satisfaction.  She was emphasized on the importance of quitting smoking.
Zehra Noorani, M.D._______________________/Sri

BILLY BISHOP
01/22/2013
DOB:
The patient seen in today with complaints of having swelling and erythema and a tender spot on his right upper arm just below the shoulder.  This has been going on for a few days now.  He does have history of MRSA in the past.  No temperature, chill, nausea, or vomiting.
REVIEW OF SYSTEMS:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.
PHYSICAL EXAMINATION:  GENERAL:  He is not in distress.  Alert and oriented.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat are normal.  No tonsils are enlarged.  No thyromegaly.  No carotid bruits.  No lymphadenopathy.  LUNGS:  Clear to auscultate.  No wheeze.  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 are palpable.  Warm extremities.  His right shoulder was examined.  He does have swelling induration just below the anterior joint with erythema and tenderness.  There are few vesicular spots around the central of the swelling.  No fluctuation is seen.
ASSESSMENT/PLAN:  (1).  Right upper arm cellulitis, questionable cystic abscess.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Impaired blood glucose and GERD.  I am going to start this patient on clindamycin and Cipro.  Detail discussion was done.  He can start applying warm compressors.  Follow up in a couple of days.  If the symptoms get worse, he needs to call office.
Zehra Noorani, M.D._______________________/Sri

WANDA WICKE
01/22/2013
DOB:
The patient seen in today for a followup from ER visit after she was seen yesterday after spilling boiling water on her right lower extremity.  She was seen in the ER.  The wound was cleaned.  She is feeling fine.  She is applying Silvadene and she just wants to know if she needs to continue doing the dressing and how long she can stay off of work.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.
PHYSICAL EXAMINATION:  GENERAL:  She is a little bit lethargic.  She is in slight pain. VITAL SIGNS:  Slightly elevated.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat are normal.  No tonsils enlarged.  No thyromegaly.  No carotid bruit.  LUNGS:  Clear to auscultate.  No wheeze.  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 are palpable.  Warm extremities.  Right lower extremity was examined.  She does have almost a patch of 5 cm denuded each skin area on the shin of the right lower extremity above the ankle with slight granulation tissue from the healing tissue from the surroundings.  No areas of any pus.

ASSESSMENT/PLAN:  (1).  Status post burn.  The patient was seen in ER.  We will do the dressing today.  I will start her on Keflex.  (2).  Fatigue with questionable depression and fibromyalgia.  I am going to give her samples of Cymbalta 30 mg and 60 mg to be started and followup.  (3).  Aches and pains in the muscles and joints, arthritis, degenerative joint disease, hypertension, and hyperlipidemia.  The patient will be seen in few weeks for a followup and the dressing will be done.  I want to order a complete blood work.  She needs to stick on to a good healthy diet and exercise.  She was given a letter for staying off from work.
Zehra Noorani, M.D._______________________/Sri

DEBORAH TWORE
01/22/2013
DOB:
The patient seen in today for a repeat Pap and pelvic.  Last time, it was insufficient to get the result so at this time we had to give her another examination after doing the prep.  The patient had Pap smear and pelvic examination.  Mild discharge is seen.  Cervix was visualized.  Cultures were taken from the os and adnexa.  The patient was given the script for Terazol vaginal cream.
ASSESSMENT/PLAN:  (1).  Pap and pelvic. (2).  History of atrophic vaginitis and mild candidiasis.  I am going to give her Terazol vaginal cream and the patient was discharged.
Zehra Noorani, M.D._______________________/Sri

SHELLEY KOSKI
01/22/2013
DOB:
The patient seen in today for a complete physical.  The patient has been very fatigued and she is unable to sleep properly with no energy at all.  She recently has been very depressed and down and she has been missing her daughter.
REVIEW OF SYSTEMS:  A complete review of systems was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.
PHYSICAL EXAMINATION:  GENERAL:  She is a very sweet lady. 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 wheeze.  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 are palpable.  Warm extremities.  SKIN:  General condition of the skin is normal.  The joints were examined.  The patient does have mild limitation of movements in both the knee joints and lumbar spine area.  Otherwise, focal neurological examination is completely unremarkable.
ASSESSMENT/PLAN:  (1).  The patient is here for a complete physical with symptoms of extreme fatigue and lethargic with no energy.  (2).  Depression.  (3).  Chronic backache.  (4).  Degenerative joint disease and arthritis.  The patient will be given some Vicodin.  She will continue using her Neurontin and Xanax along with Nexium since she had severe GERD in the past.  She will continue using lisinopril as well.  Need to stop smoking as soon as possible and stay on a good healthy diet and exercise as tolerated.  We also discussed about taking some SSRI.  At this point, the patient does not want to use anything, but since vitamin D levels are low I want her to start taking 2000 units and a Centrum multivitamin.  Everything was explained to her in detail.  All her questions were answered to her satisfaction.
Zehra Noorani, M.D._______________________/Sri

TAMMY LEAVENS
01/22/2013
DOB:
The patient seen in today for a followup on blood pressure.  She is doing fine since she started taking medication.  Her blood pressure has started coming down.
PHYSICAL EXAMINATION:  VITALS SIGNS:  Stable.  HEENT:  Head is normocephalic.  Nose and throat are normal.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.  No calf tenderness.
ASSESSMENT/PLAN:  (1).  Follow up on blood pressure, which seems to be coming down.  Emphasis was made on the low-salt, low-fat, low-carbohydrate diet, and exercise.  Follow up as needed.
Zehra Noorani, M.D._______________________/Sri
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