Adam M Katof, D.O.

100 Manetto Hill Road, Suite 312

Plainview, NY 11803

Phone# 516-513-1720        Fax# 516-513-1722


ANNUAL PHYSICAL EXAM

RE: Sturm, Stephanie

Date: 01/25/13

ALLERGIES: NKDA.

MEDICATIONS: Metformin 500 mg one tablet q.a.m., two tablets q.p.m., and Yaz one tablet q.d.

HEALTHCARE MAINTENANCE: Endocrinology (Dr. Schiff), influenza vaccine – today, Pneumovax – 2012, tetanus booster – UTD, ophthalmology – Dr. Bernstein, podiatry – no, GYN (Dr. Behar) 2012, mammogram – 2012, diet – diabetic, exercise – walking p.r.n.

CHIEF COMPLAINT: Annual physical exam.

HISTORY OF PRESENT ILLNESS: The patient is a 45-year-old female with a past medical history of DM2, hyperlipidemia/hypertriglyceridemia, vitamin D insufficiency, moderate OSA, B12 deficiency, and depression who presents for annual physical exam. The patient has continued to watch her diet has lost 10 pounds in the past seven months. The patient is doing some exercise, however, not as much as she would like to during the winter months. The patient’s a.m. fasting glucoses are in the 140 range. The patient’s last hemoglobin A1c was 7.0. The patient does note intermittent diarrhea of which she believes secondary to metformin and IBS. The patient does note some dyspnea on exertion without chest pain or palpitations.

REVIEW OF SYSTEMS: No headache/visual change. No neck/back pain. No fever/chills. No chest pain/palpitations. No cough/shortness of breath. No abdominal pain. No nausea/vomiting/constipation. No urinary frequency/urgency/dysuria/hematuria. No motor/sensory change. No rash/pruritus. No sinus pressure/rhinitis. Plus dyspnea on exertion, decreased hearing, and intermittent diarrhea.

PHYSICAL EXAMINATION: 

Vital Signs: BP 106/52, pulse 79, respirations 16, temperature 96.9, weight 122 lbs, and pulse oximetry 98%.

General: In no acute distress. Comfortable.

Skin: No rash. Plus facial acne.

HEENT: Normocephalic atraumatic. Anicteric/PERRL/EOMI. Tympanic membranes are clear bilaterally. No erythema/exudates.

Neck: No JVD. No adenopathy. No thyromegaly. Negative bilateral bruits.

Cardiac: Regular rate and rhythm. S1/S2 normal. No murmur, rub, or gallop.

Lungs: Clear to auscultation bilaterally, no wheeze, no crackles.
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Abdomen: Mildly obese, soft, nondistended, positive bowel sounds. Mild epigastric tenderness to palpations without rebound or guarding.

Extremities: No clubbing, cyanosis, or edema. Full range of motion x 4. Normal gait.

Neurologic: Alert and oriented x 3. Normal speech.

Back: No costovertebral angle tenderness bilaterally.

Breasts/Rectal: Deferred to GYN per the patient’s request.

ASSESSMENT: The patient is a 45-year-old female with past medical history as above for annual physical exam.

PLAN:

Endocrinology – 

1. DM2 – check glucose, hemoglobin A1c, urine for microalbumin-to-creatinine ratio, check SUDOSCAN (WNL), follow up with ophthalmology.

2. Hyperlipidemia/hypertriglyceridemia – check lipid profile, continue with low-fat/cholesterol diet.
3. Vitamin D insufficiency – continue with supplementation.
Pulmonary – Moderate OSA – continue with oral appliance.

Hematology – Vitamin B12 deficiency – continue to monitor, check level.

Psychiatry – Depression – continue to monitor, off Lexapro.

Healthcare maintenance – check fasting blood work, check urine for microalbumin-to-creatinine ratio, check for thyroid function test, influenza vaccine given, follow up with Dr. Storch regarding abdominal.
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