ANDREW LUTMAN
01/23/2013
DOB:
The patient comes in today for a followup of cough, which is not getting better even after completing a course of two antibiotics.  He is still coughing.  He was not agreeing to take prednisone and his wheeze is not better.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  He is wheezing with little short of breath.  He is coughing.  VITAL SIGNS:  Stable.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat are normal.  No tonsils enlarged.  No thyromegaly.  No carotid bruits.  LUNGS:  Consistent with decreased airway entry and rhonchi especially in the bases.  The patient is having wheeze.  CVS:  S1 and S2 are audible.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.

ASSESSMENT/PLAN:  (1).  Cough and bronchitis with wheeze.  At this point, I want to do a chest x‑ray on him, which was done and reviewed.  I am going to start him on prednisone and Advair inhaler 100/50 mcg.  Side effects of the medications were explained.  A CT scan of the chest was ordered after reviewing the chest x-ray.  The patient will follow up as needed.

Zehra Noorani, M.D._______________________/Sri

GEORGE HARRISON
01/23/2013
DOB:
The patient comes in today for a followup on conjunctivitis.  He is feeling much better since he was referred to an ophthalmologist.  He has seen ophthalmologist.  The antibiotic drops were stopped.  He was started on just some normal saline.  He is doing much.  He has stopped rubbing his eyes.

PHYSICAL EXAMINATION:  VITAL SIGNS.  Stable.  HEENT:  Head is normocephalic.  Eyes are much better than last time, but still injected conjunctiva with erythematous skin around the eyes.

ASSESSMENT/PLAN:  (1).  Conjunctivitis with sinusitis.  The patient will continue using amoxicillin for sinusitis and the drops those were given by ophthalmologist.

Zehra Noorani, M.D._______________________/Sri

DANIEL STEWARD
01/23/2013
DOB:
The patient comes in today for a followup on medications.  He has not had his blood work done in a while.  He is not having any problem at this point.  He continues to see an ophthalmologist and taking his medications regularly, but he is unable to lose weight.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.
PHYSICAL EXAMINATION:  GENERAL:  He is obese with a weight of 286 pounds.  He is alert and oriented, not in distress.  VITALS SIGNS:  Stable.  Slightly elevated blood pressure 136/85.  Pulses are 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.  He does have some fungal infection of the right foot big toe.  The nail is thick, brittle and tough.  He does have good sensations.

ASSESSMENT/PLAN:  (1).  Diabetes.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Obesity.  (5). Onychomycosis, unable to lose weight.  Complete physical blood work will be ordered.  Hemoglobin A1c was done, which was 8.3 dropped from 9.1 almost a year ago.  He was emphasized on the importance of low carbohydrate, high-fiber, low-fat, low-salt diet, and exercise.  He does not want to make any changes on his medications.  He will try with a good healthy diet.  An echocardiogram was ordered.  Everything was explained to him in detail.  All his questions were answered to his satisfaction.  He needs to follow up with an eye doctor on regular basis every year.

Zehra Noorani, M.D._______________________/Sri

MELISSA BLODGETT
01/23/2013
DOB:
The patient comes in today for a followup on complete physical examination, Pap smear, pelvic, breast, and rectal examination.  She is really concerned about hirsutism, obesity, and unable to lose weight.  She also has an IUD placement many years ago and she is concerned about her periods as well.  Blood work was done, which did show normal FSH, LH, estrogen, testosterone, and progesterone.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is alert and oriented.  VITAL SIGNS:  Stable.  Her weight is 229 pounds.  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.  She is slightly uncomfortable in the lower abdominal area.  No CVA tenderness.  EXTREMITIES:  No edema.  No calf tenderness.  Pulses are palpable.  Warm extremities.  SKIN:  General condition of the skin is normal without any rash or moles.  She does have some hirsutism with facial hair.  Both the breasts were examined.  Normal appearing skin.  No nipple deformity.  No skin puckering.  On palpation, all four quadrants were normal.  No axillary or supraclavicular lymph nodes palpable.  Vaginal examination was done.  External genitalia is normal.  Cervix was visualized, which was pointing towards the back.  She does have some vaginal wall prolapse.  Cultures were taken from the cervical os and vaginal adnexa.  She does have some vaginal discharge.  No bleeding.  No erosions or polyps.  Rectal examination was completely unremarkable.  No internal or external hemorrhoids.  No fissures.  No bleeding.  NEUROLOGICAL:  Focal neurological examination is completely unremarkable.  MUSCULOSKELETAL:  Unremarkable.
ASSESSMENT/PLAN:  (1).  Complete physical examination with Pap smear and pelvic, breast and rectal examination.  (2).  IUD placement many years ago.  (3).  Hirsutism, obesity, and unable to lose weight.  (4).  Hyperlipidemia and slightly elevated protein.  I am going to do an ultrasound of pelvis to rule out polycystic ovarian disease and do serum electrophoresis and urine electrophoresis.  She was emphasized on the importance of low-fat, low carbohydrate, low-salt diet, high fiber, and exercise.  Follow up as needed.

Zehra Noorani, M.D._______________________/Sri

ROSANNE HORNING
01/23/2013
DOB:
The patient comes in today for a followup on sinus congestion and postnasal drip.  Her left eye seems to be red with slightly swollen conjunctiva especially the lower lid.  It is dry, flaky, and erythematous.  She has been complaining of chronic aches and pains and history of migraines.

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:  Stable.  HEENT:  Head is normocephalic.  Eyes, ears, nose, and throat are normal.  The skin at the medial canthus of the left eye is erythematous, dry, and flaky.  Nasal mucosa is swollen and erythematous.  Throat is normal.  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.  SKIN:  General condition of the skin is normal.

ASSESSMENT/PLAN:  (1).  Sinus congestion.  (2).  Blepharitis.  (3).  Chronic pain with arthritis and history of migraines.  I am going to give her Keflex, erythromycin ointment and she will continue using all her medications as usual.  She was asked to get her pain pills from her neurologist.  She also has some neuropathy in the hands and feet for which she has been using Neurontin.  Everything was explained to her in detail.  She needs to stay away from nicotine addiction, alcohol, and narcotics.  She needs to stay on good healthy diet, exercise, and follow up as needed.

Zehra Noorani, M.D._______________________/Sri

MARCIA BICKETT
01/23/2013
DOB:
The patient comes in today with complaints of having lower abdominal pressures, dysuria, increased urinary frequency, backache and followup on blood work.

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.  LUNGS:  Clear to auscultate.  No wheeze.  No rhonchi.  CVS:  S1 and S2 are audible.  ABDOMEN:  Soft.  Slight pressure in the lumbar area with mild CVA tenderness and lower abdominal pressure.  EXTREMITIES:  No edema.  No calf tenderness.

ASSESSMENT/PLAN:  (1).  Followup on blood work with slightly elevated bilirubin.  This has been chronic.  I would like to repeat bilirubin later on.  (2).  UTI and dysuria.  I am going to start her on Cipro and Pyridium.  (3).  Backache, hypertension, and hyperlipidemia.  She will stay on a good healthy diet, increase fluid and get UA C&S.

Zehra Noorani, M.D._______________________/Sri

ANN RALEIGH
01/23/2013
DOB:
The patient comes in today for a followup on her Alzheimer’s dementia.  She also has questions regarding Coumadin intake, which she has been using for a long time since she had mild TIA in the past.  She is depressed, anxious, arthritis, and frequent fall.  According to her niece, she has been having frequent falls and she is on Coumadin.  We need to get rid of Coumadin and start her on aspirin.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is very quiet and depressed.  She does not really communicate a lot.  She does have memory problems.  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, 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.  She does have limitation of movements especially at the lower extremities, very weak, frequent falling and gait problems.

ASSESSMENT/PLAN:  (1).  Memory loss with Alzheimer’s dementia.  (2).  TIA, CVA in the past.  (3).  Depression and anxiety.  (4).  Degenerative joint disease, arthritis, frequent falling, and frequent UITs.  I am going to do a UA C&S.  The paper work was filled out for placement in nursing home.  I am going to refer her to home healthcare to get strengthening exercises on her lower extremities, physical therapy, and nursing help.  Everything was explained to both niece and patient, especially the niece was delighted to get some help.  Follow up as needed.

Zehra Noorani, M.D._______________________/Sri

DONNA COLLER
01/23/2013
DOB:
The patient comes in today with complaints of having fever and chills for almost about two days.  Her ears have been hurting.  She gets body ache and headache especially flu like symptoms.  No rash.

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

PAST MEDICAL HISTORY AND MEDICATIONS:  Reviewed.

PHYSICAL EXAMINATION:  GENERAL:  She is fatigued with elevated blood pressure.  VITAL SIGNS:  Temperature 99.  Normal pulse oximetry.  HEENT:  Head is normocephalic.  Eyes and ears are normal.  Nasal mucosa is swollen and erythematous.  Throat is normal.  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 without any rash.

ASSESSMENT/PLAN:  (1).  Fever with chills and fatigue.  (2).  Ears and throat pain.  (3).  Body ache, headache and flu like symptoms.  A detailed discussion was done.  I am going to start her on Tamiflu and amoxicillin.  She needs to keep herself well hydrated, watch her diet, rest, stay at home, and follow up as needed.  Everything was explained to her in detail.  All her questions were answered to her satisfaction.  She needs to go to ER if the symptoms get worse.

Zehra Noorani, M.D._______________________/Sri

JANET TRUDEAU
01/23/2013
DOB:
The patient comes in today with complaints of having rash on both breasts and in the groin area.  Otherwise, she is feeling fine.
PHYSICAL EXAMINATION:  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:  Obese.  EXTREMITIES:  No edema.  She does have erythematous rash under both the breasts and in the groin area.

ASSESSMENT/PLAN:  (1).  Rash under both the breasts and groin area.  She has got candidiasis.  (2).  Diabetes.  (3).  Hypertension, hyperlipidemia, and peripheral arterial disease.  I am going to start her on nystatin powder and Diflucan.  She needs a complete physical blood work along with microalbumin.  Everything was explained to her in detail.  All her questions were answered to her satisfaction.  She needs a nebulizer script, which was given to her.  Follow up as needed.  She was emphasized on the importance of a good healthy, low carbohydrate, low-fat diet, and exercise.  Follow up as needed.

Zehra Noorani, M.D._______________________/Sri
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