ABIGAIL JACKSON
01/22/2013
DOB:
The patient seen in today for a followup on her depression.  She has been complaining of pain in her left ear, sinus congestion, throat pain, and a mole on left shoulder.

REVIEW OF SYSTEMS:  Complete review of system was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is much better today and smiling.  Alert and oriented, not in distress.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Left ear is consistent with erythematous membrane.  Nasal mucosa and throat is erythematous.  No thyromegaly.  No carotid bruits.  No tonsils enlarged.  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 except for few acne spots on the face and she does have 0.5 cm black mole on the left shoulder.

ASSESSMENT/PLAN:  (1).  Left earache.  (2).  Sinusitis.  (3).  Depression and anxiety.  (4).  Throat pain.  (5).  Mole on the left shoulder.  We had a detail discussion.  At this point, she needs to make an appointment to get the mole removed surgically and I will start her on Z-PAK and Ortho Tri-Cyclen.  She will continue using Celexa and she needs to be up-to-date on her Pap and pelvic.  Everything was explained to her in detail.

Zehra Noorani, M.D._______________________/Sri

MARY JACKSON
01/22/2013
DOB:

The patient seen in today for a followup on her neck pain, backache, depression, and anxiety.  She need all her medications at this point and she wants to go through her lumbar MRI, which was ordered through Michigan Pain Clinic and showed subcutaneous edema at the lumbar spine.

REVIEW OF SYSTEMS:  Complete review of system was done.

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, regular.  No murmur.  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 normal.  She does have prominent medial head of the right clavicular bone and her back was examined as well.  She does have some tightening of the muscles in the back at the lower thoracic and lumbar spine area.

ASSESSMENT/PLAN:  (1).  Neck pain, backache, degenerative joint disease, and arthritis.  The patient has been following with Michigan Pain Clinic.  I am going to refer her to Dr. Washabaugh’s clinic.  The patient will continue using all her medications.  I am going to order a CT scan of LS-spine for a followup on her edema of the subcutaneous tissue and she will continue using all her medications as usual.  Everything was explained to her in detail.  All her questions were answered to her satisfaction.

Zehra Noorani, M.D._______________________/Sri

SUSAN DUDONIS
01/22/2013
DOB:

The patient seen in today for a complete physical.  The patient is not having any problem at this point except for arthritis with aches and pains in her shoulder joint, neck pain, and backache.  She does have history of arthritis, degenerative joint disease, and hypertension along with GERD.

REVIEW OF SYSTEMS:  Complete review of system was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  The patient is alert and oriented.  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.  Focal neurological examination is completely unremarkable without any neurological deficit.  MUSCULOSKELETAL:  Normal as well with full range of movements in all the joints.

ASSESSMENT/PLAN:  (1).  Complete physical with history of degenerative joint disease and arthritis.  (2).  Hypertension.  (3).  Shoulder pain with hips and knee pain.  (4).  GERD.  Detailed discussion was done.  The patient needs a complete physical blood work.  She needs flu shot and the patient will continue monitoring her diet and exercise.  We discussed about her for physical therapy.  She will continue using all her medications as usual.

Zehra Noorani, M.D._______________________/Sri

THERESA WRIGHT
01/22/2013
DOB:
The patient seen in today with complaints of having chronic cough.  She does have pets at home.  She has been feeling very fatigue and lethargic.  She does not know if she has any asthma.

REVIEW OF SYSTEMS:  Complete review of system was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is alert and oriented, not in distress.  VITAL 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, 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 having chronic cough and questionable asthma, which could be allergy-induced or cold-induced.  (2).  Questionable GERD and postnasal drip.  I am going to start her on Flonase, omeprazole, and Singulair.  I will check her back in two weeks.

Zehra Noorani, M.D._______________________/Sri

JORDAN CHIODO
01/22/2013
DOB:
The patient seen in today for refill on her Klonopin and Vyvanse for her ADDH and she needs her oral contraceptive pills.  She has not had a Pap smear done in more than a year she needs to come back for that and she does not smoke.

PHYSICAL EXAMINATION:  VITAL 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 and nontender.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warm extremities.

ASSESSMENT/PLAN:  (1).  ADDH.  (2).  Anxiety.  (3).  Asthma.  All her medications were given to her.  She needs to return to the clinic to get her Pap smear done before she leaves __________.

Zehra Noorani, M.D._______________________/Sri

SANDRA BARRON
01/22/2013
DOB:
The patient seen in today for a followup on leg cramping and her ultrasound of her abdomen and pelvis along with carotid ultrasound.  Everything was discussed in detail, which was normal.  She does have family history of DVT and she did mention about having leg cramping and pain in the left thigh, which has been there constantly for a few months now.  Her dizziness seems to be much better and her abdominal pain seems to be better as well since she did have less than 2 cm ovarian cyst on the left side.

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 and nontender.  Bowel sounds are positive.  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).  Bilateral leg cramping.  (2).  Left thigh pain.  (3).  History of DVT in family.  (4).  Abdominal pain, which is better now. (5).  Left ovarian cyst.  At this point, the patient is feeling much better.  I am going to order ultrasound on the left thigh.  She will be started on Klonopin and all her carotid ultrasound of abdomen and pelvis were discussed in detail.  The patient will follow up as needed.

Zehra Noorani, M.D._______________________/Sri

JACQUOLYN MITCHELL
01/22/2013
DOB:
The patient seen in today for a followup on her blood work and her abdominal bloating.  She continues to have abdominal bloating.  Omeprazole did not help.

PHYSICAL EXAMINATION:  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Nose and throat is normal.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.

ASSESSMENT/PLAN:  (1).  Abdominal bloating.  I am going to start her on Levsin and if this does not work I will put her on Reglan.  (2).  Hyperlipidemia.  The patient cannot tolerate statins.  At this point, she wants to wait even though her lipid profile has gotten even worse.  Emphasis was made on a good healthy diet and exercise.  She will come back in two weeks and discuss about it.  (3).  Anxiety.  She will continue using all her medications as usual and follow up.

Zehra Noorani, M.D._______________________/Sri

JANET PLACE
01/22/2013
DOB:
The patient seen in today for a followup on diabetes, hypertension, hyperlipidemia, and arthritis.  She is not having any acute problem at this point.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.
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 bruit.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  Slightly tachycardic.  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).  Diabetes.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  GERD. (5).  Anxiety, arthritis, and mild tachycardia.  Detail discussion was done.  The patient is up-to-date with her blood work.  Since she is using 50 mg of hydrochlorothiazide I want her to decrease it to 25 mg.  We discussed about the reaction of Norvasc and simvastatin, but the patient does not want to make any changes at this point.  Her hemoglobin A1c was done and it was 6.6.  She will continue using the same dose of Glucophage.  I would like to get an echocardiogram done on her.  She will stay on a good healthy diet, exercise, and followup as needed.  Everything was explained to her in detail.  Spent more than 20 minutes.

Zehra Noorani, M.D._______________________/Sri

ISABELLE MILES
01/22/2013
DOB:
The patient seen in today for a followup on her medication.  She is due for a complete blood work.  She is feeling fine.  She is getting very fatigued and lethargic because of the stress and work that she is doing since husband has been sick.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.
PHYSICAL EXAMINATION:  GENERAL:  She is fatigued and lethargic.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat is 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 were positive.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warm extremities.  SKIN:  General condition of the skin is normal.  Neurological examination was normal.  No neurological deficit.

ASSESSMENT/PLAN:  (1).  Diabetes.  (2).  Fatigue, arthritis, and anxiety.  (3).  Hypertension, hyperlipidemia, and chronic renal failure.  Detail discussion was done.  She needs a complete physical blood work.  Hemoglobin A1c was done, which was 6.8.  She will continue using all her medications as usual.  Monitor her diet and exercise.  Follow up as needed.

Zehra Noorani, M.D._______________________/Sri

KRISTINA PRINCINSKY
01/22/2013
DOB:
The patient seen in today with complaints of having fatigue, chills, cough, and sinus congestion.  She is on Imuran for her Crohn's disease.

PHYSICAL EXAMINATION:  VITAL SIGNS:  Stable.  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.  CVS:  S1 and S2 are audible.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.  No calf tenderness.  No rash.

ASSESSMENT/PLAN:  (1).  Sinus congestion with fatigue, chills, and cough.  (2).  History of Crohn’s disease.  I want to do a complete blood work on her and will be started on Zithromax and Tessalon Perles.  Side effects were explained to her.  She needs to build up her immunity taking vitamin D and other vitamins.

Zehra Noorani, M.D._______________________/Sri

JOHANNA VUKONICH
01/22/2013
DOB:
The patient seen in today for a followup on diabetes, hypertension, and hyperlipidemia.  She is here to get all her medications.  She does not want to get any blood work or CT scans at this point, but within three to four months once the weather gets better they are going to bring her in again.

REVIEW OF SYSTEMS:  Complete review of system was done.

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is alert and oriented.  Sitting in a wheelchair.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat is 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.  I can feel swelling on the right side of the abdomen related to pancreatic cyst.  No visceromegaly otherwise.  EXTREMITIES:  Mild edema positive in both the lower extremities.  No calf tenderness.  Pulses are palpable.  Warm extremities.  SKIN:  General condition of the skin is normal.

ASSESSMENT/PLAN:  (1).  Diabetes.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Degenerative joint disease and arthritis.  (5).  Mild edema both lower extremities.  (6).  History of pancreatic cyst and pulmonary nodule.  At this point, this was discussed in detail with the patient and her daughter-in-law, but they do not want to get them right now.  This has been discussed in the past.  They want to think about it and they will follow up in three months.  Everything was explained to them in detail.  All the questions were answered to their satisfaction.  She needs to watch her salt intake and monitor her diet and follow up as needed.

Zehra Noorani, M.D._______________________/Sri
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