EMILY FLEISCHMAN
01/23/2013
DOB:
The patient comes in today with concerns of having increased urinary frequency and burning discomfort in lower abdomen and right upper quadrant.  She has been feeling very fatigued and lethargic.  She continues to smoke.  She does have history of right ovarian cyst.  Ultrasound done five years ago did show some inflammation.  No temperature or chills.  No nausea or vomiting.

REVIEW OF SYSTEMS:  A complete review of systems was 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.  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.  She is slightly uncomfortable in the upper and lower abdominal area.  Bowel sounds are positive.  No visceromegaly.  No CVA tenderness.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warm extremities.  No rash.  Vaginal examination was deferred.

ASSESSMENT/PLAN:  (1).  UTI with increased urinary frequency and dysuria.  (2).  Right lower quadrant and right upper quadrant pain.  (3).  Vaginal discharge.  (4).  History of ovarian cyst in the past.  (5).  Nicotine addiction.  A detailed discussion was done.  I am going to order ultrasound of abdomen and pelvis.  I will do a complete physical blood work and UA C&S.  I am going to start her on Bactrim, Pyridium, and Diflucan.  Everything was explained to her in detail.  All her questions were answered.  She needs to follow up in few weeks.

Zehra Noorani, M.D._______________________/Sri

PAMELA COLE
01/23/2013
DOB:
The patient comes in today with concerns of having mild upper abdominal discomfort, but she is here for a followup on blood work.  She has been complaining of follicular type of rash, which is present on both upper and lower extremities and is driving her crazy because of the itching.  She does complain of having periods and because of aches and pains she was started on Cymbalta, which she is trying to taper down.  She thinks the rash might be related to the side effect of Cymbalta.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is little bit anxious.  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.  She is slightly uncomfortable in the upper abdominal and lower abdominal area.  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 consistent with follicular rash, which is fading with brownish discoloration.

ASSESSMENT/PLAN:  (1).  Mild abdominal discomfort in right upper and lower quadrant, itching with rash all over her extremities and it is a macular rash.  (2).  Heavy periods.  (3).  Arthritis with degenerative joint disease.  The patient was asked to stop Cymbalta at this point.  I am going to do an ultrasound of the abdomen and pelvis for a followup on her itching and abdominal pain.  She will be started on Cipro 500 mg twice a day.  A detailed discussion was done with the patient.  At this point, all her workup is negative.  She will try to stay away from nicotine and stop Tylenol with Codeine, just take Tylenol.

Zehra Noorani, M.D._______________________/Sri

ALEXA THOMPSON
01/23/2013
DOB:
The patient comes in today for a followup on palpitation and had an echocardiogram and chest x-ray.  She is doing much better since she started using Lopressor, but once in a while she still gets palpitations.

PHYSICAL EXAMINATION:  GENERAL:  She is alert and oriented, not in distress.  VITALS 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.  No calf tenderness.  No rash.

ASSESSMENT/PLAN:  (1).  Palpitation.  The patient is using Lopressor.  Her echocardiogram and chest x-ray are normal.  (2).  Anxiety.  The patient was explained in detail about the Xanax.  Side effects of the medications were explained to her and at this point I want her to start using Xanax at night and follow up as needed.  We will put her on a Holter monitor as well.

Zehra Noorani, M.D._______________________/Sri

MARY BOGOS
01/23/2013
DOB:
The patient comes in today for a followup on her cough, palpitations, shortness of breath, fatigue, and having flu like symptoms.  She had ultrasound done on both the lower extremities today, which tentative report is negative for DVT, but she is not feeling any better.

PHYSICAL EXAMINATION:  GENERAL:  She is a little bit anxious.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Her pulse rate and pulse oximetry are normal.  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 rash.  No neck stiffness.
ASSESSMENT/PLAN:  (1).  Fever, fatigue, and flu like symptoms.  (2).  Cough, palpitation, shortness of breath, and 24 weeks pregnant.  At this point, I am going to refer her to ER.  A detailed discussion was done and the patient was explained to be seen in ER as soon as possible for complete thorough workup and the patient did go to ER.

Zehra Noorani, M.D._______________________/Sri

LISA STOVEL
01/23/2013
DOB:
The patient comes in today for a followup from ER where she was admitted for chest pain.  Her stress test was slightly abnormal and she ended up having heart catheterization, which was negative.  She is feeling fine.  She was very noncompliant with her Prilosec and now that she is using that she feels much better.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is obese.  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.  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 from ER with chest pain and status post heart catheterization.  The patient does have history of coronary heart disease.  At this point, she does have stent placed in. Her heart catheterization was negative.  (2).  Constipation.  I am going to send lisinopril and Lactulose to the pharmacy.  (3).  Hypertension and hyperlipidemia.  (4).  GERD and nicotine addiction.  A detailed discussion was done regarding modification of diet and nicotine addiction, the patient understood.  She will be following with a cardiologist and follow up in few weeks.  She will continue using metoprolol.

Zehra Noorani, M.D._______________________/Sri

PATRICIA MILLER
01/23/2013
DOB:
The patient comes in today for a followup on thyroid ultrasound and blood work.  She is doing fine.  She does not have any complaints, but her ultrasound did show thyroid nodules.  They are big enough to go for a biopsy.

PHYSICAL EXAMINATION:  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat are normal.  No tonsils enlarged.  No thyromegaly.  She does have mild palpable thyroid.  No carotid bruits.  No lymphadenopathy.  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).  Thyroid nodules.  The report was discussed in detail with the patient and her husband.  She needs to get a repeat thyroid ultrasound in 6-12 months, which was explained to the patient.  (2).  Mild hyperlipidemia.  (3).  Snoring.  At this point, we also discussed about getting sleep studies done, which she will wait.  She needs to go on a good healthy diet with low-salt, low carbohydrate, low-fat, and high fiber and follow up as needed.

Zehra Noorani, M.D._______________________/Sri

RACHAEL NARDOZZI
01/23/2013
DOB:
The patient comes in today for a followup on her blood work.  She is feeling fine.  She does not have any acute problem at this point.

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.  EXTREMITIES:  No edema.  No calf tenderness.

ASSESSMENT/PLAN:  (1).  Followup on blood work status post sinusitis.  She completed a course of Zithromax.  She is doing much better.  Her blood work is all normal.  The patient will follow good healthy, low-fat, low carbohydrate, high fiber diet, exercise, and follow up as needed.

Zehra Noorani, M.D._______________________/Sri

LINN CAMPBELL
01/23/2013
DOB:
The patient comes in today for a followup on elevated blood sugars.  The patient is not using any medications for his diabetes since it has been under control and he had few episodes where his sugar was very low, so he stopped using.  Otherwise, he is feeling fine.  He does not have any problem, but his creatinine has been elevated and that needs to be repeated.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  He is legally blind.  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.  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.  Both hands and feet were examined.  They are normal with good pulses, good sensation and good color.  No neurological deficit.  SKIN:  General condition of the skin is normal.

ASSESSMENT/PLAN:  (1).  Elevated blood sugars.  We will do blood sugar and hemoglobin A1c in the office, which was completely unremarkable.  At this point, the patient is not on any medications.  He does not want to use medication at all for diabetes.  His random blood sugar was 114 and hemoglobin A1c was 6.6.  He will monitor his blood sugars, stay on a good healthy, low carbohydrate, low-fat, low-salt diet and exercise as tolerated.  (2).  Chronic renal failure, hypertension, hyperlipidemia, coronary heart disease, slightly roughness in both the hands most likely related to the weather.  He will start using some moisturizing cream.  I want to check his electrolytes, BUN, and creatinine because of elevated creatinine in the past.  He will continue using all his medications as usual and follow up as needed.
Zehra Noorani, M.D._______________________/Sri

SHAWN ANDRAS
01/23/2013
DOB:
The patient comes in today for a followup on Holter monitor, which is completely unremarkable.  She has been complaining of palpitation, anxiety, and panic attacks, which seem to be much better.  She is seeing a psychiatrist for anxiety and panic attacks and changes in medications are helping her a lot.

PHYSICAL EXAMINATION:  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Nose and throat are normal.  No thyromegaly.  No carotid bruits.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  No crackles.  CVS:  S1 and S2 are audible, regular.  No murmurs.  No JVD.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.

ASSESSMENT/PLAN:  (1).  Followup on Holter monitor, which is negative.  (2).  Palpitation, anxiety, and panic attack.  She is seeing a psychiatrist and feeling much better.

Zehra Noorani, M.D._______________________/Sri

VALERIE STORK
01/23/2013
DOB:
The patient comes in today for a followup on her stress test and blood work.  She is doing fine.  She does not have any problem at this point except for little bit fatigued and unable to lose weight and anxiety.

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.  Bowel sounds are positive.  No visceromegaly.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warm extremities.  SKIN:  General condition of the skin is normal.

ASSESSMENT/PLAN:  (1).  Followup on stress test, which is completely unremarkable.  (2).  Elevated TSH.  (3).  GERD.  (4).  Hypertension.  (5).  Anxiety.  We did a detail discussion on TSH.  At this point rather than putting her on medication we agreed upon doing TSH and T4 in six to eight weeks and for anxiety she will take Xanax and she will be flying.  Everything was explained to her in detail.  She needs to watch her diet, exercise, and follow up.

Zehra Noorani, M.D._______________________/Sri

TANYA BELL
01/23/2013
DOB:
The patient is a 50-year-old new patient who comes in today for the first time.  She is visiting from Connecticut.  She felt like there was little bit irritation in her right eye.  Actually, it is not red.  No excessive tearing or discharge.  No headache.  No fever, chills, or any blurred vision.  She states that she feels a small papular swelling in the medial side of the right eye for almost about few weeks now.

PHYSICAL EXAMINATION:  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  She does have some conjunctival thickening on the medial side of the right eye.  Nose and throat are normal.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  EXTREMITIES:  No edema.  No rash.

ASSESSMENT/PLAN:  (1).  Conjunctival thickening on the right eye mostly likely pterygium.  I am going to refer her to an ophthalmologist right away and she was supposed to see him as soon as possible. Follow up as needed.

Zehra Noorani, M.D._______________________/Sri

JUDITH CARTER
01/23/2013
DOB:
The patient comes in today for a followup on chest x-ray since she had pneumonia three weeks ago.  She is feeling much better regarding her pain in the back, neck, and shoulder, but the shoulder pain is not better.  She also had episode of nausea and diarrhea with mild abdominal discomfort.  She does not want to get anything done for that.

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, 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.  No crackles.  Good airway entry.  CVS:  S1 and S2 are audible, regular.  No murmurs.  No JVD.  ABDOMEN:  Soft, obese, and nontender.  Bowel sounds are positive.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warm extremities.  Right shoulder was examined.  She is very tender on the anterior shoulder with limitation of movements and extreme pain on movements.  Pulses are palpable.  No discoloration.

ASSESSMENT/PLAN:  (1).  Followup on pneumonia.  We will repeat a chest x-ray, which was done in the office and reviewed with the patient.  (2).  Arthritis with degenerative joint disease and pain in the neck and back.  (3).  Bursitis in the right upper arm.  At this point, after discussing with the patient regarding steroid shot she agreed.  Mixing 80 mg of Depo-Medrol with 1 cc of lidocaine injection was given in the right upper arm.  The patient felt better.  (4).  Diarrhea since she has been on antibiotics.  I would like to check her stools for C. difficile toxin and depending on that we will start her on Flagyl as needed.  I will check her back in two weeks for followup.  Everything was explained to her in detail.  The patient needs to drink Gatorade and avoid lot of fibers.

Zehra Noorani, M.D._______________________/Sri

CAROLYN IACOVONI
01/23/2013
DOB:
The patient comes in today for a followup on her ultrasound of abdomen, which was done this morning for aortic aneurysm.  She is doing fine.  She does not have any problem except her blood pressure is a little bit elevated since she has not used her medications.

REVIEW OF SYSTEMS:  A 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.  Eyes, ears, nose, and throat are normal.  No tonsils are enlarged.  No thyromegaly.  No carotid bruits.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  ABDOMEN:  Soft.  EXTREMITIES:  Mild edema positive.

ASSESSMENT/PLAN:  (1). Abdominal aortic aneurysm.  I am going to wait for the report, but she has already made an appointment with the vascular doctor.  (2).  Elevated blood pressure with history of hypertension and hyperlipidemia.  I am going to increase her Norvasc to 10 mg and she will continue using her Coreg and Diovan.  I will check her back in a month.  In the meantime, she will be very careful with her diet.  She needs to stay on low-fat, low-salt, low carbohydrate, exercise as tolerated, and monitor her blood pressure at home.

Zehra Noorani, M.D._______________________/Sri

BETTY JEFERSON
01/23/2013
DOB:

The patient comes in today for a followup on heavy vaginal bleeding and her TSH seems to be elevated.  She is very fatigued and unable to lose weight.  She is also having premenopausal symptoms.

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.  EXTREMITIES:  No edema.  No calf tenderness.  SKIN:  Normal.

ASSESSMENT/PLAN:  (1).  Follow up on elevated TSH.  I am going to repeat TSH along with complete physical blood work.  (2).  Premenopausal symptoms.  The patient will stay on a good healthy diet, no caffeine, exercise and modification in the diet.  I will check her back for followup.

Zehra Noorani, M.D._______________________/Sri

LINDA TESSENS
01/23/2013
DOB:

The patient comes in today with complaints of having dizziness for about two to three weeks.  She does not have any symptoms of nausea, vomiting, temperature, or chills.

PHYSICAL EXAMINATION:  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 auscultation.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  No murmurs.  No JVD.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.  NEUROLOGICAL:  Normal.

ASSESSMENT/PLAN:  (1).  Dizziness, mostly likely benign positional vertigo.  I am going to start her on Antivert.  Complete physical blood work was ordered.  Side effects of the medications were explained to her.  She will follow up in couple of weeks.  Everything was explained to the patient in detail.

Zehra Noorani, M.D._______________________/Sri
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