PENNINGTON, Jerry
DOB: 04/01/1943
DOS: 01/25/2013

HPI:
Pt is here for a F/U and for RFs of his medications.  He otherwise feels well and has no acute complaints.  Notably, he did F/U with an oncologist and did have another EGD by his GI as well, and he does not have any recurrence of his esophageal adenocarcinoma.  Pt is denying any GI complaints, is eating well and has gained weight.

ROS:
No CV, pulm, or GI symptoms.  Denies any GU symptoms.  Pt does C/O numbness in his toes in the bottom of his forefoot and having some imbalance whenever he closes his eyes.  Pt did see a neurologist for this, and was told he had neuropathy.  Mood is good.  No other complaints.

MEDS:
METOPROLOL 25 mg b.i.d., SIMVASTATIN 40 mg q.h.s., LASIX 20 mg every other day, OMEPRAZOLE 40 mg q.a.m., FAMOTIDINE 40 mg q.p.m., ASPIRIN 81 mg daily, CENTRUM CARDIO MULTIVITAMIN, VITAMIN D 5000 units daily, MUSHROOM complex 600 mg daily, and ASTRAGALUS ROOT 500 mg daily.
PE:
Gen:  No acute distress.  Pt appears well and is in good spirits.  Hair has grown back.  HEENT:  OP is clear.  MMM.  Heart:  RRR.  No murmurs.  There are no carotid bruits.  Lungs:  Clear B/L.  Abd:  Soft and NT.  Ext:  There is +1 edema B/L.  There are skin changes from venous stasis in the R more than the L, and there are multiple varicosities.

A:
Pt is here with history of coronary artery disease, hypertension, hyperlipidemia, GERD, also esophageal adenocarcinoma, peripheral neuropathy, history of vitamin D deficiency, iron deficiency anemia, and venous insufficiency.

P:
Continue to take Pt’s current medications, gave a 90-day supply with one RF.  Notably, Pt has been on FINASTERIDE for BPH, but this is discontinued when he started chemotherapy.  Pt does not have any lower urinary tract symptoms of BPH, so we will hold off on this for the time being.  We ordered labs to include CMP, lipid panel, CBC, ferritin, iron, B12, folate, vitamin D level, and PSA.  We will F/U with Pt every six months and as needed.  Pt voiced understanding of the above plan.

MN/VV

LEGNER, Barbara
DOB: 12/09/1938
DOS: 01/25/2013

HPI:
Pt is here because she has been having abdominal discomfort for the last two months.  Pt does have a history of diverticulosis.  Pt described the pain as a sharp pain happens on and off, most days of the week, and it is in the lower abdomen on the R hand side.  This is associated with constipation.  The pain is relieved after bowel movement.  Pt denies any nausea or vomiting.  She has normal appetite.  Pt denies any blood in the stool.  Notably, however she did go to the emergency department in Sandwich for abdominal pain.  They did do blood testing, which was normal and they did do occult blood testing, which is positive.  Pt does have a known history of hemorrhoids internally.  Pt denies any change in her diet.  No fevers or chills.

ROS:
Otherwise negative.

PE:
Gen:  No acute distress.  Pt appears well.  HEENT:  MMM.  Heart:  RRR.  No murmurs.  Lungs:  Clear.  Abd:  Soft and NT.  NABS.  Ext:  No edema.

A:
Pt is here with abdominal pain, which is likely due to constipation and functional abdominal pain.  Pt is also with history of diverticulosis.

P:
We will have Pt start BENTYL 10 mg three times daily as needed for abdominal spasms.  Recommended Pt to increase fluid intake.  Pt is to continue DULCOLAX as stool softener and add prune juice.  If Pt does have continued constipation, she is to use OTC MIRALAX or MAGNESIUM CITRATE.  Also Pt is start taking extra fiber METAMUCIL and BENEFIBER daily.  If Pt’s symptoms do not improve, we will get a CAT scan or a plain abdominal x-ray.  Pt is to F/U in a month.  We will F/U how she is doing.  Pt voiced understanding of the above plan.

MN/VV

LUPEI, Cynthia
DOB: 05/25/1948
DOS: 01/25/2013

HPI:
Pt is here to F/U results of her laboratory testing.  She otherwise feels well and has no complaints.  She has been trying to eat better and has started exercising over the New Year with the Wii Fit.  Admits that there is more intake of sweet foods during the holidays; however, she has been eating better lately, and is limiting concentrated carbohydrates in her diet.  Pt also is increasing fiber in her diet as well.  Does admit there was increased stress due to the fact both her parents were sick over the holidays as well. Pt also C/O rash under her breast.
ROS:
No CV, pulmonary, or GI symptoms.  She does still have some urge incontinence, which is controlled with TOVIAZ.

PE:
Gen:  No acute distress.  Pt is obese, is in good spirits, and is pleasant.  HEENT:  MMM.  OP is clear.  Neck:  Supple.  Heart:  RRR.  Lungs:  Clear.  Abd:  Soft.  Ext:  No edema.  Skin:  There is well-demarcated erythema in the breast fold with satellite lesions.

LABS:
Hemoglobin A1c 6.1, glucose 128, and vitamin D 39.

A:
Pt is here with glucose intolerance, prediabetes, also with hypertension, which is controlled, mixed incontinence, hypothyroidism, and intertrigo candidiasis.

P:
Pt is to continue her current medications.  D/W Pt regarding dietary and lifestyle changes to improve her glycemic control, namely with increased exercise, frequency, and intensity, and continuing with her dietary changes.  Pt voiced understanding.  In three months, we will have her check another A1c as well as at that time, we will do another lipid panel, CMP, and TSH.  Pt is to continue her current medications as prescribed.  She voiced understanding of the above plan.  We will also add NYSTATIN cream to apply three times daily and to continue for three days after the rash disappear.  Pt voiced understanding.

Addendum: 

MN/VV

JARVIS, Jessica
DOB: 07/14/1986
DOS: 01/25/2013

HPI:
Pt is here for annual physical exam and Pap test.  She otherwise feels well and has no complaints.

ROS:
Negative for any CV, pulm, GI, GU, or neuro symptoms.

MEDS:
SEASONALE.

PMH:
Unremarkable.

SH:
Pt is in a monogamous relationship with a boyfriend of a year.  Last menstrual period was in October.  It does come regularly every three months on the placebo weeks of SEASONALE.  Denies any intramenstrual spotting.  Pap test has been normal.  Denies any smoking.  Pt works for car dealership.
PE:
Gen:  No acute distress.  Pt appears well and pleasant.  HEENT:  OP is clear.  MMM.  Neck:  Supple.  No thyromegaly or LAD.  Heart:  RRR.  No murmurs.  No carotid bruits.  Lungs:  Clear B/L.  Abd:  Soft and NT.  NABS.  Breast:  Without nodules, induration, masses, or axillary LAD B/L.  GU:  External genitalia appeared normal.  There are no vulvar, vaginal, or cervical lesions seen.  No cervical motion tenderness.  Bimanual exam shows without any adnexal masses or uterine masses.  Ext:  There is no edema.

A:
Pt is here for annual physical exam.

P:
Pap testing with GC and chlamydia testing sent.  Continue SEASONALE, gave three months supply with four RFs.  Notably, we did do a STD testing in terms of HIV, hepatitis B, hepatitis C, and RPR screening in 2011, which was negative.  Pt declines flu vaccine.

MN/VV

PORTER, Christine
DOB: 05/18/1948
DOS: 01/25/2013

HPI:
Pt is here to review results of her bone density testing.  She otherwise has no acute complaints.  She continues to have some anxiety, which is due to her grieving for the loss of her brother and mother over the holidays.  She states that she is able to go to work, which distracts her, but feels that ever since the death of her mother and brother, she has been worrying a lot, especially about her daughter.  Pt had been on PAXIL one time.  She has been on ALPRAZOLAM one time as well.  Denies any suicidal thoughts.  She still does enjoy things as before.  There haves been some crying spells.

ROS:
As per HPI.  Otherwise, denies any CP or SOB.  No falling.  No joint pain.

PE:
Gen:  No acute distress.  Psych:  Pt is with normal eye contact and normal speech.  She is slightly tearful when talking about her grieving.  Lungs:  Clear.  Heart:  RRR.  Abd:  Soft.  Bone density shows a T-score of -1.7 in the spine and -0.5 and -0.4 in the R and L hips respectively.  These are improvement from a previous bone density test three years ago.

A:
Pt is with osteopenia and also Pt is with history of anxiety, going through grieving.

P:
Notably, Pt has been on ACTONEL since 2005; however, there seems to continue to be improvement in bone density and Pt would like to just stay on her ACTONEL for the time being.  Did D/W Pt regarding options such as going on a drug holiday versus changing to PROLIA.  Pt does still want to continue on ACTONEL for the time being.  We will continue ACTONEL 150 mg q. month for the next three years and we will recheck another bone density at that time.  Otherwise, Pt is to continue on current medications.  We will F/U Pt in several months.  Pt voiced understanding of the above plan.

MN/VV

RANSEIER, Lora
DOB: 09/24/1973
DOS: 01/25/2013

HPI:
Pt is here to F/U regarding her chronic medical conditions.  She does state that she is overall doing better.  She did see her orthopedic for her knee pain.  She did undergo an arthroscopy and was told she has severe degenerative changes; however, the plan is to do physical therapy so that they can delay joint replacement as long as possible.  Pt was also told she has pes anserine bursitis.  Pt also C/O some neck stiffness and headaches, and occasional paresthesias in her hands, especially on the L side and she was told that she had a protruding disc in her cervical spine C4-C5.  Pt has been undergoing chiropractic care with decompression and this has improved her symptoms.  In terms of other chronic problems such as fibromyalgia, ADHD and hypersomnolence, these have been stable on her current medications.

ROS:
Pt does continue to have chronic pain; however, this is under control overall.  Mood is stable.  No CP, SOB, or GI symptoms.  Notably, Pt has decreased milk from her diet, and this has helped.

PE:
Gen:  No acute distress.  Pt is obese.  CV:  RRR.  No murmurs.  Lungs:  Clear.  Abd:  Soft.  Musculoskeletal:  There is some tenderness in the medial L knee.  There is full range of motion.  No swelling.  There is full range of motion of the neck as well.

A:
Pt is here with fibromyalgia, ADHD, hypersomnolence, chronic fatigue, osteoarthritis, cervical radiculopathy, and history of vitamin D deficiency.

P:
Pt is to continue her current medications.  Today, refilled her FLEXERIL 10 mg q.h.s. #90 with one RF.  Recheck her vitamin D as well as iron studies and CBC as well.  Pt will also need to F/U to get lipid panel, CMP, TSH, and cortisol level.  Pt voiced understanding of the above plan.
MN/VV

BEVERLEY, Michelle
DOB: 06/17/1975
DOS: 01/25/2013

HPI:
Pt is here because of elevated blood pressure and headache with posterior neck pain.  Pt started having headache and neck pain and with increased pressure on her head.  She checked her blood pressure at home.  At one point, it was 180/120 and again was 160/110.  Pt ran out of BENICAR and so took two of her old LISINOPRIL tablets.  This did not help with her headache.  She did go and get a massage as well, which did not help.  Pt is upset and is anxious regarding this.  Pt also tried VALIUM, which also did not help.

ROS:
There is no CP or SOB.  Pt feels some pressure behind her eyes, but there are no visible changes.  There is no numbness or tingling in the arms.  No abdominal pain.

PE:
Gen:  Pt is in mild distress, is tearful and appears anxious.  HEENT:  MMM.  OP is clear.  Heart:  RRR.  There is no S3 or S4.  Lungs:  Clear.  Neck:  No carotid bruits.  There is full range of motion of the neck.  Abd:  Soft.  Ext:  No edema.

A:
Pt is with uncontrolled hypertension, possibly due to running out of medications and also Pt with underlying anxiety.

P:
Rechecked blood pressure in the office, repeat was 150/102.  Still blood pressure is coming down.  Gave her samples of *__________* 40/25 mg to take one q.d.  Pt is also given NORCO 5/325 mg to take q.4-6h. as needed for headache #30 with no RFs.  D/W Pt regarding using warm compresses, relaxation and rest over the weekend.  Pt is also to continue monitoring her blood pressure at home.  If it does not continue to improve down to normal levels, she is to call the clinic.  We will F/U Pt in two to three days to see how her blood pressure is.  Notably, Pt does not have any insurance; likely we will need to sign a generic antihypertensive for her.  Pt voiced understanding of the above plan.

MN/VV

FOSTER, Alexandra
DOB: 08/04/1993
DOS: 01/25/2013

HPI:
Pt is here for annual Pap test and physical exam.  She otherwise has no acute complaints.  Please review hand written component.

ROS:
Does have occasional headaches and anxiety, which are now under some control.  No CP.  No pulmonary symptoms.  No neurological symptoms.

PE:
Gen:  No acute distress.  Pt appears otherwise well and is in good spirits.  HEENT:  OP is clear.  MMM.  Neck:  Supple.  No thyromegaly.  No carotid bruits.  Heart:  RRR.  No murmurs.  Lungs:  Clear.  Abd:  Soft.  Ext:  No edema.  Breast:  Without induration, nodules, nipple discharge, or axillary LAD B/L.  GU:  External genitalia appeared normal.  There are no vulvar, vaginal, or cervical lesions seen.  No discharge.  No cervical motion tenderness.  Bimanual exam is unremarkable.

A:
Pt is here for annual physical and Pap test.  Pt is with a history of ASCUS in the past, also migraine headaches, history of ovarian cyst, and anxiety.

P:
Pt is to continue her AVIANE birth control and also continue TOPAMAX 25 mg q.h.s.  If this does not improve, she may increase to twice daily.  She is to call before her TOPAMAX runs out, to let us know what dose she is taking that is giving her clinical relief.  We sent the Pap with reflex to HPV as well as GC and chlamydia testing.  Notably, Pt is vaccinated against HPV.  F/U as needed and every six months.

MN/VV

PAIGE, Catherine
DOB: 11/13/1952
DOS: 01/25/2013

HPI:
Pt is here F/U regarding her headaches.  She did go back to her pain clinic and did get what sounds to be a local LIDOCAINE injection into pressure points and trigger points in her head.  This gave Pt relief, but only for three hours.  Pt now continues to have pain at a low level all times at least 3/10, sometimes less.  Pt did take her LASIX, which helps with her lower extremity edema; however, did not help with headaches.  Pt does have an appointment with the neurosurgeon later this month.

ROS:
Pt did have an episode of L sharp pain with some pressure that lasted for about two hours the other day, now it is resolved.  There is no further pain.  Did have some lightheadedness at that time, but no other symptoms.  They did happen at rest.

PE:
Gen:  No acute distress.  Pt is obese.  Cushingoid appearance.  Heart:  RRR.  No murmurs.  Lungs:  Clear.  Abd:  Soft.  Ext:  There is no edema.

A:
Pt is with history of pseudotumor cerebri with chronic headaches and fibromyalgia.  Pt is also with hypothyroidism.  Pt is also with episode of CP, which have been atypical.

P:
We will have Pt continue on LASIX for the time being.  We will add NUCYNTA 50 mg q.4-6h. as needed #10 as a trial and also #90 after that.  Pt is to F/U with a neurosurgeon as scheduled.  D/W Pt regarding considering alternative treatments.  Notably, Pt has tried massage therapy, acupuncture, chiropractic, and other modalities of treatment, which has never helped with her headaches.  I suggested possibly homeopathy, as it seems Pt has almost exhausted all medical forms of pain management.  Thyroid function was drawn today.  Pt is to F/U if there is no continued improvement.

MN/VV

