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Office Visit

PATIENT: Hattie Atkins

DATE: 12/13/12

CHIEF COMPLAINT: This is a patient came with the diagnosis of shortness of breath, chest pain, dyspnea, coughs, and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 66-year-old female with recently hospitalized for cough, shortness of breath, elevated pneumonia level, hepatitis, and liver dysfunction.
PAST MEDICAL HISTORY: Hypertension, liver disease, encephalopathy, hepatitis, diabetes insulin dependent, COPD, hypertension, chest pain, angina, blindness secondary to Keppra, seizure disorder.

MEDICATIONS: Lisinopril 40 mg daily, Lasix 40 mg b.i.d., KCl 20 mEq, Lantus 50 units h.s., NovoLog sliding scale, albuterol, Atrovent unit dose q.4h., Xifaxan 500 mg b.i.d., lactulose 30 mg t.i.d., spironolactone 2 mg t.i.d., vitamin D 1000 daily.

ALLERGIES: Penicillin, iodine, and codeine.

SOCIAL HISTORY: Negative smoker and ETOH.

FAMILY HISTORY: Positive for ASHD and osteoporosis.

GYN: Hysterectomy.

REVIEW OF SYSTEMS: NEURO: Seizure. PSYCHIATRY: Anxiety. ENDOCRINE: Insulin dependent diabetes. HEART: ASHD and CHF. GI: Hepatitis and elevated pneumonia levels. PULMONARY: COPD. RHEUMATOLOGY: Bone and joints on vitamin D. RISK FACTORS: Osteoporosis, seizure, complete hysterectomy, family history, and medications contribute to this etiology. EYES: Blindness. PULMONARY: Asthma. GENERAL: Hypertension.

PHYSICAL EXAMINATION:

VITAL SIGNS: Blood pressure 130/60, pulse 76, respiratory rate 20, temperature 97.7, weight 222 lbs, height 5’5”, and BMI 37.

HEENT: Unremarkable. Blindness in the eye.

EARS: Normal.

NOSE: Normal.

THROAT: Normal.

NECK: No JVD. Thyroid not palpable. Lymph nodes are without.

LUNGS: Decreased breath sounds. Some end-expiratory wheezing.

HEART: Regular. S1 is greater than S2. S2 splits, A2 and P2. No S4. No S3. A 1/6 systolic ejection murmur at the left sternal border. No thrills, seizures, or rubs appreciated.
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ABDOMEN: Soft, nontender. Good bowel sounds. No hepatosplenomegaly.

EXTREMITIES: Decreased pulses. Trace edema bilaterally. 1/4 dorsalis pedis, posterior tibialis. Peripheral pulses decreased 1/4.

MUSCULOSKELETAL: Gait instability mild.

SKIN: Warm and dry.

NEURO: Alert and oriented x3.

PSYCHE: No acute mood disorders. Calm.

IMPRESSION/RECOMMENDATIONS:
1. Chest pain. Monitor cardiac performance. EKG is noninvasive testing.

2. Hypertension, blood pressure controlled. The patient is on two agents, lisinopril and Lasix.

3. CHF compensated.

4. Insulin dependent diabetes, osteoporosis, risk factors, seizure history, hysterectomy, family history, vitamin D therapy. See if the patient requires calcium or Fosamax. Recommend bone densitometry.

5. Asthma. Recommended respiratory treatment, albuterol, Atrovent.

6. Blindness. Monitor the patient. The patient to be seen by an ophthalmology.

7. Encephalopathy.

8. Hepatitis.

9. Elevated pneumonia.

10. GI evaluation. Continue with lactulose.

11. Diabetes insulin dependent, hemoglobin A1c. Monitor the patient closely.
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