GESSNER, MARIAM

DOB: 03/13/1950
S:
Pt presents today for a followup on HIDA scan.  She states her abdominal pain was quite bad when she got the HIDA scan, but since then, has been relatively good.  She does notice that when she is fatty meals or large meals that she gets a lot of abdominal pain in the right upper quadrant.  Today we reviewed her HIDA scan, which showed no evidence of cholecystitis, but delayed filling of duodenum MRCP is suggested.  I discussed with her the options and I believe at this time would be followup with GI and discuss with them if MRCP is necessary or if she can go straight to surgical intervention at this point.  Pt agrees. Given information on MRCP, will take XANAX prior to procedure secondary to claustrophobia, and followup as needed in three months.

KK/mk

SWANSON, TERESA

DOB: 08/10/1959
S:
Pt presents today for a followup.  She states her abdominal pain has improved severely.  She has had no fevers, nausea, vomiting or diarrhea.  She states she is actually able to go the rest room in terms of bowel movements as per her previus scheduling. She does have slight tenderness in the left lower quadrant, but very mild in nature.  She states in terms of the low back pain, the back pain has improved, but the radiculopathy still remains, mostly in the left side.  She has not started physical therapy at this point.  The FLEXERIL did seem to help her overall.  Pt also complains of heartburn, worse ever since she has been on the LEVAQUIN and FLAGYL, as well as since she has gained some weight.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS: Noted.  ABDOMEN: Soft.  Slightly tender left lower quadrant. No rebound.  No guarding.

A/P:
1.
Low back pain with radiculopathy.  Continue with FLEXERIL and physical therapy. Follow up if no improvement after physical therapy.  We went over the disease and progression of the disease along with treatment plan.

2. GERD.  We will try the Pt on OMEPRAZOLE 40 mg p.o. q.d., #30, no RFs.  Followup if no improvement.

3. Diverticulitis.  We will continue with low fiber diet and finishing his antibiotics.  Pt will followup if no improvement over the next two weeks or worsening symptoms.

4. Elevated blood pressure, now controlled, likely secondary to pain previously.

5. Smoking cessation.  Pt uses electronic cigarettes, but is still precontemplative in regards to reducing down completely.

6. Pt is to followup with labs as previously discussed after the next two to three weeks.

KK/PL

BONK, MARY

DOB: 12/08/1953
S:
Pt presents today for medication RFs. on SYNTHROID as well as ADVAIR and PROAIR.  She has been doing well with her asthma overall.  She states that when she uses the ADVAIR, she does not really need PROAIR when exercises.  She also states that the SYNTHROID seems to be doing well.  There was an issue with having generic version and she felt like she has palpitations worsens and felt that it was much stronger than her usual SYNTHROID dose.  Pt also needs RFs on PREMARIN cream, which she uses once a week for vaginal atrophy.  Pt also states she has been having some diarrhea more than her usual diarrhea, loose in nature, anywhere from five to times a day. No blood and no melena, and no abdominal pain.  Pt states that mother has a history of IBS, which is very similar to what she feels she may have, and she did have a colonoscopy in 2004 and is due for that.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS: Noted. CV: RRR.  LUNGS: CTA.  EXTREMITIES: No E/C/C.  ABDOMEN: Soft, NT and ND.  +BS.

A/P:
1.
Diarrhea, unknown etiology, possible IBS.  We will have the Pt followup with GI for repeat colonoscopy screening as well as diarrhea, could consider adding LOMOTIL one to two tablets p.o. q.6 p.r.n.

2. Hypothyroid.  Continue with SYNTHROID 50 mcg one tablet p.o. q.d, #90, RFs x 3. Check TSH today.

3. Urge incontinence.

4. Postmenopausal, vaginal dryness and atrophy.  We will start with PREMARIN cream 0.625 mg one to two times, apply to vagina q. weekly x 90 days, RFs x 3.

5. Asthma.  Continue with ADVAIR 250/50 mcg one puff b.i.d., PROAIR HFA two puffs q.4-6 p.r.n., #3 RFs x 3.

6. Preventative.  Pt should followup for CBC, CMP, lipid panel, TSH, bone density, mammogram and a yearly GYN exam.

7. Elevated blood pressure.  Monitor closely as discussed today. Followup if remains elevated.

KK/mk

FONTANA, LUCAS

DOB: 07/10/1911
S:
Pt presents today for F/U after ED, being seen in the emergency room over the last three days.  He was started on AUGMENTIN 400 mg p.o. b.i.d. secondary to possible early pneumonia and he is also given nebulizer treatment seemed to be helping him.  He has had no fevers, nausea, vomiting, diarrhea or constipation.  He is not very playful over the last two to three days after starting antibiotics.  He continues to have occasional cough and runny nose.

O:
GENERAL: NAD.  VITAL SIGNS: Noted.  CV: RRR.  LUNGS: CTA.  No wheezes, rales or rhonchi.  ABDOMENL:  Soft.  HEENT: TMs clear.  NECK: Supple.  No LAD.  Nasal mucosa positive coryza.

A/P:
1. Possible early pneumonia.  We will continue with AUGMENTIN and nebulizer as needed and followup if no improvement of symptoms.  Fluids and supportive care as needed.

KK/mk

FONTANA, KARA


DOB: 03/14/1978
S:
Pt presents today with possible sinus infection, congestion, teeth pain, bilateral ear pain, PND, and cough as well for the last couple of days.  No fevers, nausea, vomiting, diarrhea or constipation.  Pt is G2 P1-0-0-1 at 23 weeks.

ROS:
Otherwise negative.  No GI symptoms.  No vaginal bleeding or discharge.  Positive fecal movements.

O:
GENERAL:  NAD.  HEENT: Nasal turbinates slightly boggy and erythematous sinuses, maxillary and frontal.  OP slightly erythematous.  Positive PND.  NECK: Supple.  No LAD.  LUNGS: CTA.  No wheezes, rales or rhonchi.  CV: RRR.  ABDOMEN: Soft.

A/P:
1.
Sinusitis.  We will treat with Z-PAK x 5 days and follow up if no improvement. Increase fluids, rest, humidifiers etc. and supportive care. If no improvement, the Pt should follow up.

KK/ss
MONTEZ, ALFRED

DOB: 12/10/1944
S:
Pt presents, states overall he has been doing well.  He did have a recent episode, lasting about 12 hours, where he started feeling right-sided throat pain.  He took the AMOXICILLIN for a dental appointment four pills and states that when he woke up, he stated that he felt fine. The dentist did not mention any signs of infection.  He is getting a crown for that.  Pt states that he is otherwise having some increasing depression, which she is working through with his therapist, still having difficulties with his sleep, working with the psychiatrist regards to that as well.  He does have some chronic thoughts of suicide, but they have improved and he continues to deal with his PTSD.  Pt states he is otherwise doing well.  No chest pain, shortness of breath or lower extremity edema.  No urinary symptoms, nausea, vomiting, diarrhea, constipation or fever.  Pt does have increased fatigue and she states it has been going the depression has gotten worse, though she does not notice any changes in his weight.  No URI symptoms.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS:  Noted.  CV:  RRR.  LUNGS:  CTA.  No wheezes, rales or rhonchi.  ABDOMEN: Obese, soft, NT and ND.  +BS.  EXTREMIITES: No edema.

A/P:
1.
Fatigue.  Possibly related to the depression.  We will order labs and followup.

2. OSA. Continue with CPAP.

3. Diabetes, well controlled with METFORMIN and JANUVIA. Check hemoglobin A1c and urine microalbumin.

4. Insomnia.  Continue with AMBEIN.  Followup with psych.

5. Renal insufficiency.  Continue with SPIRONOLACTONE.
6. Coronary artery disease and CHF.  Continue with METOPROLOL and LASIX.  Follow up with cardiology as recommended.

7. Urinary retention.  We will get PSA.

8. PTSD, anxiety and depression.  Continue to follow with psych and psych medications.

9. Hypertension, well controlled with NORVASC, METOPROLOL and LISINOPRIL.

10. Echo.  Pt is to follow with cardiology, carotid Dopplers with cardiology. Colonoscopy in 2009.

11. Flu vaccine received this year.  Pneumonia vaccine in 2009.  Positive history of shingles Tdap also recommended.

12. Smoking cigars, again discussed discontinuation.  Pt is pre-contemplative, states he only does once in a while.

13. Pharyngitis, unknown etiology.  We will have the Pt monitor closely if worsening symptoms and followup.

KK/PL

CHAMBERS, KELLY

DOB: 05/31/1964
S:
Pt presents today for work/insurance physical. She states she has been doing well and has no complaints.  She does have some recent onset of congestion, PND, cough and no fevers, nausea, vomiting, diarrhea or constipation.  Positive greenish phlegm.

ROS:
Otherwise negative.

O:
GENERAL: NAD.  VITAL SIGNS: Noted. CV: RRR.  LUNGS: CTA.  No wheezes, rales or rhonchi.  ABDOMENL Soft, NT and ND.  +BS.  EXTREMITIES:  No edema.  HEENT:  TMs positive serous fluid on the right and left TM clear.  Good light reflexes and landmarks noted.  OP slightly erythematous and positive PND.  Positive maxillary and sinus tenderness. EOMs intact.

A/P:
1.
Work physical.  Paper work filled up.  Pt is to get lab work including CBC, CMP, TSH, and lipid panel, and followup.

2. Pt states that she has been doing well with the KLONOPIN and AMBIEN CR in terms of sleep and VICOPROFEN seems to help with her low back pain.  She continues with TOPAMAX for headaches and FLEXERIL p.r.n. for fibromyalgia.

3. Preventative.  Pt will get a mammogram and flu vaccine today.  Hepatitis A and B reviewed. Tdap done in 2011.  Pt should consider bone density if not already done.

4. Pharyngitis, possible acute sinusitis.  We will treat with Z-PAK x 5 days and followup as needed and DIFLUCAN 150 mg one tablet p.o. q.d x if candidiasis ensues secondary to antibiotics use.

KK/PL

MURPHY, ANIEL

DOB: 06/01/1971
S:
Pt presents today with sore throat and congestion. No fevers, nausea, vomiting, diarrhea or constipation. Positive PND.  Some maxillary sinus tenderness.  Pt states he also is here to discuss his cholesterol test as well his heel pain.

ROS:
Otherwise negative.

O:
GENERAL:  NAD.  VITAL SIGNS: Noted.  CV: RRR.  LUNGS:  CTA.  No wheezes, rales or rhonchi.  HEENT:  L. TM positive serous fluid.  R. TM clear.  EOMs intact.  NECK: Supple No LAD.  Pharynx slightly erythematous.  Positive PND.  Positive maxillary sinus tenderness.

A/P:
1. Pharyngitis with PND.  We will the Pt with MUCINEX and decongestion OTC and followup if no improvement; otherwise the Pt is to start Z-PAK x 5 days and followup after that.

2. Hypercholesterolemia and hypertriglyceridemia.  We will start the Pt on NYSTATIN 1000 mg one tablet p.o. q.h.s, #30, Pt was given instructions on how to take his medication, including etiology of hot flashes and will followup in six to eight weeks and repeat CMP and lipid panel. He will also consider increasing the ZOCOR based on elevated LDL on his blood draw, and we will monitor after six to eight weeks.

3. Depression.  Continue with FLEXERIL
4. GERD.  Continue with NEXIUM.
5. Vitamin D deficiency.  At this time, we will continue with OTC VITAMIN D.
6. Calcaneal spur discussed today, etiology obtained.  Pt is to followup with podiatry for further evaluation, and we will continue with VICODIN 5/500 mg one to two tablets p.o. q.6h. p.r.n., #45, no RFs.

KK/mk

