ELLISON, PERRY

S:
Pt presents urgently today due to multiple problems.  Pt was allowed to return to work yesterday and apparently states that he had again an unpredictable type of cough spell, which last several minutes and during that time causing to a spasm of his chest and right down to the groin and now he has recurrent pain in the R groin area.  He has difficulty even walking and today left from work due to the above.  In addition, he brings in his blood pressure machine, which reveals during the last week or so his blood pressures are extremely elevated in spite of taking AVAPRO 300 mg daily.  When I went over the memory in his machine, blood pressures are fluctuating from 140 systolic to 180 and diastolic ranging from 90s to 120s at times.  Explained to the Pt that he should have called us or when the blood pressure is in fact went up to 220/120 should have been taken to the emergency room.

ROS:
At this point, he denies of any head, neck, respiratory, CV, GI, or GU symptoms.

O:
HEENT:  All clear.  LUNGS:  All clear.  HEART:  Regular rhythm.  Heart rate is in the 70s at this point.  ABDOMEN:  Soft and NT.  R chest wall reveals some minimal discomfort over the R rib cage seems to be pain muscular.  R groin exam close to the ilioinguinal ligament reveal some pain, but not as severe as it was during the last time and as a result he does have difficulty raising his R leg.  There is no bruising or hematoma on exam.  He is able to do an SLR on the L leg, which is normal.  Pt has some difficulty with any type of abduction of his R leg due to the hip pain, which makes me suspicious that he may have a problem in the hip joint as well.

A:
Pt with severe hypertension not very well control apparently since he was unable to tolerate the EXFORGE due to the side effects.  R groin pain recurrent problem not as severe as the first time and Pt C/O initiation of this cough, which is very unpredictable, can happen once a week or once a month, which triggers entire number of events thereafter especially the R groin spasm, etc.

P:
At this point -for the hypertension, I instruct him to continue taking what he is on at present time.  However, at this point we will add VERAPAMIL ER 240 mg once daily #30 prescribed.  Continue to monitor closely blood pressure.  Parameters were given.  Going to call us or going to be taken to the ER if it is extremely high.  At this time, also we will proceed with a R hip x-ray and also SOMA 350 mg one b.i.d. #30 prescribed and also advised to apply moist warm compresses over the R groin area and as for the cough since I am unable to see anything on exam and he states that the sensation is much lower down to this throat.  We will start with an ENT consultation for Pt to have a scope and depending on the findings and the response, we will advise further.  In the meantime, I will await for an ENT consultation and Pt to follow up next week sometime as well.  In the meantime, advised to stay off work temporarily.



NT/ks

PETERSEN, MARY

S:
Pt presents for a followup following discharge from the hospital on 01/07/13 and since discharge she states that has not had any episodes of severe dyspnea so far.  Today she brings in her blood pressure reading as well since discharge.  According to the caregiver at one point, her blood pressure was quite very high in fact and she elected to give her half a glass of wine and with an hour later her blood pressure had normalized.  In addition, Pt is scheduled to have sleep apnea study this evening.

ROS:
Noncontributory.  Pt overall feels quite well at this point.  Denies of any head, neck, respiratory, CV, GI, or GU symptoms.

O:
HEENT:  All clear.  LUNGS:  Clear.  HEART:  Regular rhythm.  Heart rate is in the 70s.  She does have a pacemaker even though Pt does have chronic atrial fibrillation.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.  Proceeded to review her log or BPs from home.  They seem to be very labile from mid normal systolics ranging up to 150 and 160 at times, diastolics up to 90, etc.

A:
Pt with diabetes mellitus type 2, hypertension not very well controlled apparently, frequent episodes of severe acute dyspnea that has required several hospitalizations during the last several months etc., etc.

P:
At this point, I will increase DIOVAN from 160 and we will go up to 320 mg daily Rx provided as well as KLOR-CON Rx given.  Advised that she would need repeat labs in the next couple weeks due to the increase of DIOVAN.  Continue monitoring BP.  Diabetes is mostly controlled by the endocrinologist.  We will await sleep apnea study at this point.  In the meantime, also advised that half a glass of wine with her dinner is not a bad idea if this really helps the Pt to sleep better, calm come her down, normalize the blood pressure and all the rest of the benefits.


NT/ks

MARION, CAMRIS

S:
Pt presents for a followup in regards to his pain in the L testicles and also for the neck symptoms as well.  Pt states the muscle relaxant has help tremendously for his neck.  He has much less pain and discomfort, able to sleep better, etc, etc.  X-ray had revealed a multiple anterior osteophytes consistent with osteoarthritis as I have explained to the Pt and the combination of his work etc., is contributing to his symptoms.  For that advised Pt do stretching exercises, take some frequent breaks and stretch his shoulders, arms, and neck.  In regards to the pain in the groin, he continues to have similar intensity and frequency and it seems that CIPRO has not helped very much so far.  Reexamination again reveals no other findings other than L testicle being quite tender to palpitation without any increase size.  All the surrounding area seems to be normal on exam R testicle, penis, groin, no hernias, etc.

A:
Pt with chronic orchitis cause unclear.  It seems that Pt has been suffering on and off with this for many years.

P:
At this point, a call was made and due to the intensity of the pain, Pt has been referred to urologist to be seen as soon as possible hopefully in the next few days.  In the meantime, TYLENOL NO.3 one tablet q.4-6h. p.r.n. #30 tablets prescribed and D/W Pt that there is a possibility Pt may need an orchiectomy on the L side considering the overall history, etc.  In addition, advised that at his earliest convenience Pt should come in for a more thorough physical, preventive exam that is including basic blood test including cholesterol, PSA, etc., prostate exam as well.  Pt understands and will follow up as instructed.


NT/ks

MCCLEARY, LISA

S:
Pt presents due to stomach flu four days prior, vomited several times, lasted a day apparently must he picked up from her grandson and now her husband has similar problem, and since then Pt has not been feeling well yesterday in fact has some chest pain points over the mid sternum and R chest as well with some tingling in both of her hands.  Today, Pt denies of any chest pain, fever, chills, other than upset stomach with decreased appetite.  Denies of any vomiting, diarrhea, constipation, or any other GI or GU symptoms.

O:
HEENT:  All clear.  LUNGS:  Clear.  HEART:  Regular rhythm.  ABDOMEN:  Soft and NT.  EXTREMITIES:  No edema.  Following the above also proceeded to review her recent labs from 01/08/13, which was originally the reason of her appointment.  Labs reviewed and compared.  She continues to have severe dyslipidemia with an HDL of 32, LDL 137, triglycerides 233, the cholesterol to the HDL ratio is elevated at 6.8 normal chemistry, vitamin D level is borderline normal at 30, etc.

A:
Pt with recent chest pain following stomach flu.  Pt with chronic dyslipidemia and increased triglycerides.  Pt has not been able to tolerate NIASPAN repeatedly.  The symptoms of flushing and sweating and itching are apparently quite severe and she is not willing to try it again.

P:
First proceeded to do a stat EKG and compared to the previous one from few years previously.  There is no evidence of any acute ischemia and EKG.  Instructed her to closely monitor the situation.  If any left-sided chest pain occurs, she would be taken to the ER.  In the meantime, advised her to get some Gatorade or pedialyte for the couple of days.  For vitamin D 3, advised to start taking 2000 units daily for the next few months until April or May 2013.  For her lipids at this point, at this point we will try some generic LIPITOR 20 mg daily #30 prescribed and two RFs.  Advised if she does well with that should have repeat lipids again in the next two to three months and again had a long discussion in regards to ideal medication should be NIASPAN.  However, LIPITOR will also offer some benefits as well.




NT/ks

ANDERSON, DALE
S:
Pt presents for procedure today injection the L heel.  Continues to have moderate to severe pain when he walks on it.  As was diagnosed last time Pt has fairly severe plantar fasciitis in the L calcaneus area that you can actually feel the bone spur underneath __________ there is also a small callus formation.  Today under sterile technique after proper verbal consent, using BETADINE for the skin 20 mg of DEPOMEDROL mixed with 2 cc of 1% LIDOCAINE injected at the point of maximum tenderness in the plantar fascia with satisfactory results.  Pt tolerated procedure well.  Advised that if symptoms do not resolve, we need to go back in the area right next to the bone spur and also direct curettage on the corn or callus there may be an underlying wart there as well.  This also may be contributing to the problem as well.




NT/ks

RUIZ, GUSTABO

S:
Pt presents for a followup consultation to discuss his recent labs following a recent physical.  Pt denies of any symptoms.  Overall doing quite well.  Proceeded to review his recent labs, which do reveal increase cholesterol, triglycerides, and LDL with also the ratio is elevated as well and the non-HDL cholesterol as well with an ALT of borderline elevation as well.  Pt denies of any alcohol abuse.  Occasionally a few times a year he may drink a little bit and he admits he did drink heavily in the very young age.  In regards to the cholesterol and eating habits etc., he is not very good with that.  Occasionally he does eat some fast foods, etc.

A:
Pt with hypercholesterolemia and hypertriglyceridemia.

P:
Advised Pt and had a long discussion in regards to low-fat, low-cholesterol diet, the need to lose 10-15 pounds through diet and exercise.  Information hand out that is information provided to Pt.  Advised him to avoid all kinds of fried foods, concentrate into a healthy diet and exercise and repeat labs in the next four months or so and if this continues, Pt may require cholesterol treatment at that time.  At that time, also we will repeat liver enzymes as well.



NT/ks

RAPP, MERLE
S:
Handwritten.  Pt with symptoms overall consistent with some mild flu/viral syndrome, been exhausted, states he is not taking any time off from work for the last 16 months.  Medications, generic ELAVIL 100 mg daily prescribed by a psychiatrist.  Pt does not exercise much mostly due to his work being truck driver.

ROS:
Noncontributory otherwise.  Denies of any fever, chills at this point, CV, GI, or GU symptoms.

O:
HEENT, LUNGS, HEART, ABDOMEN, and EXTREMITIES:  Unremarkable.

A:
Pt with overall a viral syndrome.  Does have a history of dyslipidemia, which we addressed today.  He has not any labs since 2008 etc., etc.

P:
Advised Pt he can stay home for the next few days.  He should come in though in the next day or two fasting to have repeat multi-chemistry and lipid panel and also offer for him to have a prostate exam, PSA, etc.  However due to the cost etc, Pt is trying to minimize all possible expenses.  Conservative management for his viral syndrome.  We will call results and advise further.



NT/ks

SANDERS-WALKER, EVELYN

S:
Pt comes for a followup.  Apparently following the visit on 01/19/13 due to the symptoms went to the emergency room were all the x-rays apparently were performed and the Pt was examined and was sent home.  In addition, she did visit a dentist and one of the frontal teeth was removed except that the root is still there and Pt has a followup appointment in three days to have the root removed as well.  The antibiotic was changed to CLINDAMYCIN apparently since Pt may have PENICILLIN allergy.  Pt overall feels somewhat better other than episodes of low back pain.  Pt has been ambulating fairly well and has gone back to work.

O:
HEENT:  All clear.  NECK:  Full range of motion.  R shoulder as well.  There is still some mild pain over the R mid lateral rib cage and also an exam there is still point tenderness over in the mid lumbar spine almost as intense as it was during our first visit.  Rest of the overall exam does reveal some mild improvement.  In the meantime, called the hospital and the X-ray reports were send in and I reviewed, which do reveal some osteoarthritis throughout the shoulder, the back etc., without any obvious fractures and explained to the Pt a rib fracture can still be missed on the x-rays.  In regards to the back pain, advised Pt we will treat conservatively for now.  Advised her to avoid lifting heavy weights especially kids where she works.  Pt may require some physical therapy or even perhaps an MRI down the line, but her symptoms seem to be very localized at this point and not severe enough to warrant any aggressive measures since this pains to lesser degree have been their on and off for few years.

P:
Conservative management at this point.  Follow up as instructed.  Advised also for a routine yearly preventive physical.  Pt needs her GYN exam, mammogram, labs, etc., which she will follow at her earliest convenience.


NT/ks

