PENNINGTON, CAROLYN

S:
Pt presents for a followup, needs some prescription RFs and states overall he is doing quite well.  Recently seen the cardiologist as well and ZETIA was added to her regimen.  She admits that occasionally does not watch her diet well, likes chocolate, etc.  However, she has lost since last visit almost 10 pounds, which is very good.

ROS:
Noncontributory.

O:
HEENT, NECK, LUNGS, HEART, ABDOMEN, and EXTREMITIES:  All unremarkable.  There is no peripheral edema.  Heart is regular, etc.  Plan reviewed her recent blood test results A1c 6.8%, LDL however is 96, which should be less than 70 and the HDL 38, this was addressed and hopefully with the addition of ZETIA it will bring the LDL lower and hopefully even raise the HDL.  Her serum iron, ferritin, and vitamin D all reviewed.  Ferritin is on the very borderline low range.

A:
Diabetes mellitus type 2 overall well controlled, hypertension, coronary artery disease, hypothyroidism, dyslipidemia, hypercholesterolemia, iron deficiency, which followed after the open heart surgery, etc., etc.

P:
Had a long discussion in regards the need for diet and exercise.  Needs to lay off all kinds of sweets and even chocolate has to be the sugar free and dark chocolate that is.  Today proceeded to RF her LEVOTHYROXINE, METFORMIN will continue 500 mg b.i.d., BUSPIRONE 15 mg b.i.d. and also the iron advised to continue one tablet daily with food for the next two to three months #90 prescribed like to increase her ferritin level.  This was FERREX-150 one daily.  Continue her CRESTOR, ZETIA and the rest and advise Pt to take advantage of the Medicare Screening Physical/Wellness Visit with next visit.  We will review all the preventive needs, etc.



NT/ks

KAUFMAN, GARY

S:
Pt presents today due to multiple problems and symptoms mainly, however, he has B/L feet pain more so on the R and points over the heel area.  He also has L knee pain and brings in even the independent disability form for the car for placard form that I should fill out according to him because of difficulty walking.  In addition, C/O urinary symptoms dysuria, frequency of urination and nocturia for sometime.  Denies of any blood in the urine.  Denies of any flank pain, fever, chills, or urethral discharge.

O:
ABDOMEN:  Flank exam is unremarkable.  B/L leg exam reveals very high arches.  He has got localized tenderness in the R calcaneus area.  L knee at the medial aspect has some mild tenderness overall consistent with bursitis, good stability, no effusion, and no other findings of the knee joints.

A:
Pt status post neck lipoma excision, scar seems to be healing nicely and he has now more mobility and less pain in the neck area.  Pt with dysuria and frequency, etc.  These are ongoing and intermittent chronic problem and Pt thinks may have a urine infection, which I doubt.  Pt also with plantar fascitis in the R, bursitis on the L knee very high arches.  Pt is waiting until March or April to get custom made metatarsal support by the podiatrist.

P:
UA with culture has been ordered today.  Temporally we will start with URIBEL one capsule t.i.d. #12 caps prescribed for the L knee DICLOFENAC 1% gel apply 4g to the L knee area t.i.d. p.r.n. 100 g prescribed as for the R heel, Pt already has been doing stretching exercises for a long time.  At this point, we will consider localized injection in the next few days.  Continue to do stretching exercises.  May consider a course of physical therapy of the L knee if is not improving etc., etc.  Overall, I advised Pt that he does not qualify for the disability car sticker since Pt is already on his feet and working eight hours per day, etc.  At the end of the visit, Pt also started complaining of irritation, and pain and burning sensation in the perirectal area.  On exam, Pt does have it seem some intermittent chronic proctitis, which he had responded quite well to an ointment, which he brings an empty tube.  For that reason, today prescription was given for DESOXIMETASONE 0.25% apply b.i.d. p.r.n. 60 g prescribed.  Advised him not to use it frequently only once in gradual perhaps once a week or so as needed, etc.  Today spent 45 minutes with the Pt with the multitude of his symptoms and problems, etc.


NT/ks

GARCIA, MERCEDES

S:
Pt comes in for followup.  She also brings in a medical report required for the Driver’s Services Department for the State of Illinois, which according to the Pt she has failed the test recently.  Pt denies of any significant problems other than low back pain attributed to lifting her husband during the night to put him to bed since he is totally incapacitated.  Pt does get some help during the day.  However, in the evening hours she has no help in the house and she has to take of her husband throughout the night, etc.

ROS:
Negative for any head, neck, respiratory, CV, GI, or GU symptoms.

O:
HEENT, LUNGS, HEART, and ABDOMEN:  Unremarkable.  Low back reveals localized tenderness over the mid lumbar region.  Proceeded and reviewed her CAT scan of the lumbar spine, which does reveal degenerative disc disease and overall arthritis in the entire lumbar spine.  Pain is mostly localized in the lumbar area and surrounding tissues.  It seems that TRAMADOL according to the Pt does not help much at all.

A:
As above noted Pt with intermittent chronic low back pain.  Pt with history of insomnia and anxiety disorder.  She does require TEMAZEPAM, which apparently does help.  CLONAZEPAM she only takes it rarely and AMITRIPTYLINE takes it very night and NEXIUM as well.

P:
For the back pain, advised that ought to try two ADVIL with her dinner every night for a while and see how that works and if not Pt may be a candidate for some epidural injections through a pain specialist and Pt will let me known with the results.  In the meantime, proceeded to fill out the form for her Driver’s License, it is a medical reports etc., etc.  Follow up as instructed.


NT/ks

WYLD, MARLENE
S:
Pt presents for a followup mostly to review her ANSAR, but in the meantime continues to have symptoms of muscle aches, pains, and states that even throughout the night Pt wakes up and has spams and she describes the movement of her hand and wrists consistent with tetany movements.  Pt states she is unable to sleep and has this on and off throughout the night.

ROS:
Negative for any specific, head, neck, respiratory, CV, GI, or GU symptoms in fact she denies of any palpitations or chest pain, etc.

O:
LUNGS, HEART, and ABDOMEN:  All unremarkable.  Overall general condition no changes since previous visit.  Proceed to review her recent labs, which reveal a normal CPK and serum aldolase other than a mild elevation in the sed rate.  Pt does have a foot problem through some corn that has gotten infected and Pt is being is visiting a podiatrist and takes care of the problem.  This is in the big toe.  Her multi-chemistry, calcium, and electrolytes are essentially all normal.  Following the above proceeded to review and compare the recent ANSAR compared to the one from January 2010.  The present ANSAR report reveals 82 prematurus beats on the EKG portion of the test much higher than the previous test.  His premature beats all seem to be isolated and single probably this is why Pt does not feel much of this.  On the multiparameter graphical report it reveals a heart rate in the normal range.  Her blood pressure readings all seem to be quite low during the test it was the day before that the Pt was started on AMLODIPINE 5 mg daily where as lately at home Pt states her blood pressures are in the 130 to 140 range.  The ANSAR findings otherwise reveal no significant changes.  Her sympathetic and parasympathetic at rest reveal low parasympathetic and excess parasympathetic activity at deep breathing and low sympathetic response at standing.  Pt has no orthostatic symptoms at this point, but her overall symptoms are consistent with ANS dysfunction, etc.  Pt is a smoke or was a smoker until two months previously.

A:
Pt with muscle twitching and symptoms of tetany.

P:
Today we will proceed with more specific testes including serum magnesium, phosphorous, TSH, vitamin D level as well considering that she has been vitamin D deficiency in the recent past.  We will do a PTH level as well and we will wait for results and depending on the findings most likely we will pursue with a pharmacological stress test of the heart considering the number of PVC and considering the history of angioplasty, etc.




NT/ks

SCHANZ, CHRISTIN
S:
Pt presents urgently today in fact we called him to come in due to his home BP readings with he dropped off yesterday and they all seem to be moderately to severe elevated.  Systolics range from 140s to 200 and diastolics in the 70-80s.  Pt denies of any symptoms whatsoever.

ROS:
Noncontributory.

O:
NECK:  No bruit.  LUNGS:  Clear.  HEART: regular rhythm.  No murmurs.  ABDOMEN:  Soft.  EXTREMITIES:  No edema.

A:
Pt with uncontrolled hypertension.  Proceeded to evaluate further.  More questions were asked.  Pt already knows he should be low on salt intake.  However, he does like feta cheese, which generally salty and also likes fish that is in salt and he then puts it in water until the salt gets out and then he eats the fish.  However, nonetheless, I suspect the bottom line is that he probably has pretty heavy dose of salt in take at times.  Today, we had a long discussion in regards to the above.  Needs to change his diet habits and considering his blood pressure readings the following changes will take place.  He may increase DIOVAN from 160 to 320 mg daily.  He needs to double up on what he has on the DIOVAN at the present time.  In addition today, we will start on AMLODIPINE 5 mg daily #90 tablets prescribed.  Continue to monitor BP the goal of BP explained to the Pt should be systolic less than 130, diastolic less than 80.  Call us me with progress and follow up as instructed.




NT/ks

FAHRLANDER, ROBERT

S:
Pt presents for ear lavage from his R ear.  He has been applying eardrops.

O:
Complete cerumen impaction of the R.  L ear is clear.  Proceeded to do an ear lavage until of the entire wax was removed.  Rechecked the ear canal, TM, etc all normal.  His BP is elevated and Pt does have some degree of varicose syndrome.  Repeat blood pressures at home according to the Pt seem to be in the normal range, etc.  His blood pressure machine has been checked and compared with our machine in the office and apparently his machine is functioning normal and therefore I have to believe that Pt has white coat syndrome with underlying hypertension as well.



NT/ks

HARRISON, FRED
S:
Pt presents in for an annual physical/preventive.  Also needs prescriptions RFs as well and states overall has been doing quite well.  Denies of any significant symptoms.  Medications LISINOPRIL 40 mg daily, AMLODIPINE 5 mg daily, and PROSCAR 5 mg daily.

ROS:
Noncontributory.  Pt states that he would like to go back on AVODART felt somewhat better, but he does have significant ED problems.

O:
NECK:  No bruit.  No LAD or thyromegaly.  LUNGS:  Clear.  HEART:  Regular rhythm.  No murmurs.  ABDOMEN:  Soft and NT.  Prostate rectal exam reveals a 2+ BPH.  EXTREMITIES:  No edema.

A:
Pt overall seems to be healthy.  He does have hypertension, however, and BPH.  Has not been monitoring very well his blood pressure at home.  He also has significant ED problems as well.

P:
Today prescription RFs given for LISINOPRIL 40 daily as well as AMLODIPINE 5 mg daily #90 and one RF as well AVODART 0.5 mg daily samples of six weeks AVODART provided.  Advised Pt to forward me the recent blood test, which he had with the physical for the State of Illinois and then I will create a laboratory request for tests that he has not had including a PSA of course and a testosterone level, etc.  At this point, then we will await recent workup he had.  In addition Pt was advised to have flu shot, which he refuses at this point.  States that he never had one and adivse him to proceed with a screening colonscopy and GI doctors numbers, etc names provided for Pt to proceed, etc.



NT/ks

WRIGHT, PATRICIA

S:
Pt presents today for persistent R upper abdominal pain, which apparently this has started a long time ago and workup was performed with gallbladder ultrasound and even HIDA scan, etc.  Pt states the pain is mostly every morning and can drag on for all day along.  Denies of any nausea, vomiting, or diarrhea.  Pain occasionally radiates to the mid back.  Some difficulty associating this pain with eating.

ROS:
Negative for any head, neck, respiratory, CV, any other GI, or GU symptoms.

O:
LUNGS and HEART:  No changes.  ABDOMEN:  Soft.  There is some mild persistent R upper quadrant that extends to the mid epigastric area on recurrent examination.  Pt denies of any reflux symptoms.  Pt does have a large midline scar from the umbilicus down to the pelvis from history of diverticulitis surgery year’s prior.

A:
After reviewing ultrasound, HIDA scan, etc., Pt is known to have chololithiasis her symptoms seem to be intermittently chronic and persistent.  Suspect highly Pt has mild chronic cholecystitis.

P:
At this point, Pt is referred to general surgery for evaluation.  I suspect she will need laparoscopically attempted cholecystectomy and Pt still has history of diverticulosis as well.


NT/ks

MENDOZA, ARCIDES

S:
Pt comes in for a followup.  Has several issues and concerns and lots of questions.  First states that he still has some discomfort from the minor procedure back from 11/06/12.  He also has some chronic mild L lateral foot points over his small toe, some numbness, and occasionally tingling.  No significant pain and wonders how severe this could be etc., etc.  In addition, asks questions in regards to the testosterone level and a relationship for fatigue and not having much interest for sports or any exercise lately, etc.

ROS:
Negative for any head, neck, respiratory, CV, GI, or GU symptoms.

O:
LUNGS, HEART, and ABDOMEN:  Unremarkable.  BACK:  During percussion and deep palpation does reveal some mild tenderness in the L SI joint area.  The SLR test is essentially normal.  Reflex is 2+ equally throughout.  Pt has excellent dorsiflexion and plantar flexion and strength of lower extremities.  The area of wart that I removed back in November has healed nicely.  No clinical evidence of any wart at this point.  However, he does have mild scaring tissue and bone, which is right underneath and explained to the Pt that he may develop some callus down the line and he should do some warm soaks on and off.  In regards to his foot and back pain, I advised Pt those two are interconnected.  He should be extremely careful with weightlifting and certain maneuvers to avoid further symptoms and had a long discussion in regards to the possible radiculopathy and prevention measures, by continuing to build up his back muscles, exercises, etc., etc.  Following the above also proceed to evaluate his recent labs from October.  Pt has started taking LIPITOR 10 mg daily.  There was some interruption for a few weeks, which he restarts again, etc.  Pt to have a repeat liver enzymes and lipid panel next month and at that time, we will decide if he is going to stay on 10 mg of LIPITOR or increase the dose.

A:
Pt with hypercholesterolemia, chronic intermittent low back pain secondary to degenerative lumbar disc disease and disc herniations with some mild radiculitis to the L foot, etc.  At this point, we will await labs next month.


NT/ks

KELLY, JENNIFER
S:
Pt presents today due to persistent R facial and sinus symptoms mostly headaches, R maxillary and frontal sinus pressure, every morning wakes up with greenish nasal and postnasal drainage.  Feels that her body is run down goes to sleep at 6.30 in the evening and sleeps for 12 hours and she feels that this is not her normal self and is quite adamant that all symptoms are related to her sinus.

ROS:
Negative for any fever, chills, or any significant respiratory, CV, GI, or GU symptoms.  In regards to her fibromyalgia overall seems to be quite stable and feels that medications she is on have been helping tremendously.

O:
HEENT:  All clear at present time.  Per Pt over the R maximally sinus is quite tender and also over the ethmoid and frontal area.  There is no redness or swelling.  NECK:  No LAD.  LUNGS:  Clear.  ABDOMEN:  Soft and NT.

A:
Pt with acute sinusitis and history is quite complicated with fibromyalgia mostly.  She does develop always vaginal yeast infection with any type of antibiotic, etc.

P:
Options provided.  We will start with LEVAQUIN 750 mg daily for five days, DIFLUCAN 100 mg tablets prescribed.  Wait for symptoms to begin, then may take two tablets the first day then one tablet daily for the next five days.  Also advised for OCEAN nasal gel apply to each nostril multiple times daily and also MUCINEX D, which Pt already took one in the morning.  Advised her to take one every morning and MUCINEX in the evening with lots of hydration etc.  Follow up as instructed.




NT/ks

