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Chapter 3 

Medical Record 3-1 
 
FOLLOW-UP NOTE 
 
The patient is a 46-year-old white female with a diagnosis of stage IIB (T2, N1, M0) 
large cell carcinoma of the right upper lobe status post right upper lobectomy. She 
received a course of postoperative radiation therapy directed to the mediastinum, 
receiving a total dose of 5,040 rads with completion of treatment on April 13, 20xx. She 
was last seen in followup on July 28, 20xx, and returns today for a routine 4-month 
follow-up. She was recently seen by Dr. Smith. 
 
Chest x-ray was obtained on October 14, 20xx. This was compared with previous one of 
June 15, 20xx. The left lung remains completely clear. There is a slight increase in 
interstitial markings around the left hilar area. This is within the prior radiation therapy 
field. This most likely represents radiation-induced scarring. 
 
She is feeling well overall. Her appetite has been good. She has occasional chest 
discomfort with occasional cough. She denies any pain referable to the thoracotomy site. 
She has no hemoptysis. She denies any bone pain. She has no bowel or bladder 
complaints. She remains active and is feeling well overall. 
 
PHYSICAL EXAMINATION: Blood pressure is 110/74, pulse 72, and respirations 20. 
Weight is 153 pounds, up 4-1/2 pounds since last being seen. Today on HEENT 
examination, extraocular movements are intact. Pupils are equal, round, and reactive to 
light and accommodation. Normocephalic. She has no palpable cervical, supraclavicular, 
axillary, or inguinal lymphadenopathy. The heart beats with a regular rate and rhythm. 
Lungs are clear to auscultation and percussion. The right thoracotomy incisional site is 
well healed. There are no palpable abnormalities. The abdomen is soft and nontender, 
with no mass or organomegaly. Extremities reveal no edema, cyanosis, or clubbing. 
 
ASSESSMENT: We are pleased with the patient’s condition with no evidence of 
recurrent, residual, or metastatic disease. 
 
PLAN: She is scheduled to see Dr. Smith in January. We have asked her to return for 
routine follow-up in 6 months. We have requested a chest x-ray at that time. We will 
keep you informed of her progress. 
 
 
 
Medical Record 3-2 
 
OPERATIVE REPORT 
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BRONCHOGENIC CARCINOMA EXCISION 
 
PREOPERATIVE DIAGNOSIS: Solitary pulmonary nodule with bronchogenic 
carcinoma. 
 
POSTOPERATIVE DIAGNOSIS: Solitary pulmonary nodule with bronchogenic 
carcinoma. 
 
PROCEDURES PERFORMED: 
1. Bronchoscopy. 
2. Right thoracotomy. 
3. Lateral segmentectomy of right middle lobe, followed by completion of right middle 

lobectomy. 
4. Mediastinal lymphadenectomy. 
 
ANESTHESIA: General endotracheal. 
 
DESCRIPTION OF PROCEDURE: After successful induction of general endotracheal 
anesthesia, the patient was placed in the supine position and bronchoscopy performed via 
the endotracheal tube. The left upper lingular lobes, right upper and lower lobes were 
unremarkable. The bronchoscopy tube was well situated within the left main stem 
bronchus. Then the patient was positioned, prepped, and draped in the usual sterile 
fashion and underwent a right lateral thoracotomy.  
 
The thorax was entered. The pleura was unremarkable. The lung was explored. There was 
a nodule present within the lateral segment of the right middle lobe. The dissection was 
carried down to the artery, which was doubly tied proximally and distally and divided, 
and this segment was then stapled off and sent for frozen section. The frozen section was 
consistent with a squamous cell carcinoma. Consequently the lobectomy was completed, 
and lymph nodes were harvested. 
 
A chest tube was brought out through a separate stab incision. The intercostal membranes 
were closed. The muscles, subcutaneous tissue, and the skin were closed. A Dermabond 
dressing was applied. The chest tube was attached to drainage. The sponge, needle, and 
lap counts were correct x3, and the patient was taken to the recovery room in stable 
condition. 
 
 
Ch 3 Medical Record Review #1 
 
HEMATOLOGY ONCOLOGY DISCHARGE SUMMARY 
 
DISCHARGE DIAGNOSES: 
1. Clostridium difficile colitis, recurrent. 
2. Dehydration. 
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3. Cancer of the stomach with metastases to peripancreatic lymph node. 
 
HOSPITAL COURSE: The patient is a 72-year-old gentleman admitted through the 
emergency room. The patient was just in my office prior to admission for IV hydration 
because of dehydration, generalized weakness, and a syncopal episode at home. He had 
been discharged from the hospital about a week ago because of recurrent Clostridium 
difficile infection. He was first found to have a C. difficile infection in March 20XX and 
was hospitalized, probably after IV antibiotic use with Invanz, which he received during 
stomach surgery. He was treated with vancomycin and got better.  
 
About two weeks ago, he received a few days of p.o. vancomycin during a hospitalization 
and was sent home on a 10-day course of Flagyl. He stated that he never truly got 100% 
well. He started having the frequent diarrheal stools just prior to admission and became 
very, very weak. He was dehydrated. He received IV fluid, and I restarted him on p.o. 
vancomycin immediately. Dr. Peters was consulted, who felt that the patient should stay 
on vancomycin for 6 to 8 weeks, with dosage taper. 
 
The patient slowly improved and is now anxious to go home. Having received full benefit 
of hospitalization, it was felt justified to release him on p.o. vancomycin 250 mg 4 times 
a day for 10 days and then change to 250 mg twice a day for about a month. I have also 
asked him to resume traditional Chinese herbal remedy, which I have prepared for him 
specifically, and also to stop Nexium and take a probiotic on a daily basis, and hopefully, 
with all these changes, he will be able to prevent another Clostridium difficile infection. 
 
In a week to two weeks, if he feels better, we may consider radiation treatment directed 
toward the peripancreatic lymph node. It may be hard to continue chemotherapy. 
 

 

Chapter 4 

Medical Record 4-1 
 
SUPERFICIAL AND PARTIAL THICKNESS BURNS 
 
SUBJECTIVE: This is an emergency visit for a 20-year-old man who accidentally 
knocked over a pot of boiling water onto his left leg and foot. He is complaining of 
extreme pain. He stated that he used some aloe on his leg and foot immediately after the 
accident occurred. Because of the continued pain, he presented to the office to ensure that 
the burn was nothing more than superficial. 
 
OBJECTIVE: BP 130/76; P 98; T 98.6°F. This is a well-developed, well-nourished 
young man who presents with a reddened and blistered area on the anterior aspect of his 
left leg and on the dorsum of the left foot. Some of the blisters have broken and are 
weeping. 
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ASSESSMENT: Superficial and partial-thickness burns on the anterior aspect of the left 
lower leg and dorsum of the left foot. 
 
PLAN: The patient was prescribed acetaminophen with codeine to take one every 4 
hours p.r.n. for pain. The area was treated with silver sulfadiazine for possible infection. 
The patient was instructed to change the dressing daily and was given supplies to do this. 
He was instructed to return in 3 days for a recheck. 
 
 
Medical Record 4-2 
 
DECUBITUS ULCER 
 
SUBJECTIVE: Nursing assistant noticed an area of broken skin on the right heel of the 
patient. 
 
OBJECTIVE: This 83-year-old female is cachetic from her long-standing Alzheimer’s 
disease and refusal to take in sufficient nutrition. She is fed by way of nasogastric tube, 
which she has been known to pull out. Her weight is 110 pounds. Her skin turgor is poor, 
and the area of broken skin is erythematous and shiny. Some areas of blackness are noted 
around the edges. 
 
ASSESSMENT: C&S will be performed on a swab from the area in question. It appears 
to be a stage II starting into stage III decubitus ulcer. At this point, it has not developed to 
the point where there is any necrotic tissue that needs to be débrided. 
 
PLAN: The patient will be turned on a more frequent basis. The timeframe will be 
increased from every 2 hours to every hour. Her tube feedings will have increased 
calories and protein to promote wound healing. The wound will be cleaned with normal 
saline. If the C&S comes back positive, the patient will be started on antibiotics. The heel 
area will be placed on an egg crate mattress when she is in the supine position. 
 
 
Ch 4 Medical Record Review #1 
 
CONSULTATION: Bruise-Like Lesions on Legs 
 
Dear Dr. Garcia: 
 
Your patient was seen in my Dermatology Clinic on 11/19/20XX for a skin check. Most 
specifically, she was concerned about bruise-like lesions on the legs. These have been 
present for about a year, they were worse with prolonged walking and activity, but were 
otherwise asymptomatic. She has a history of osteoarthritis of the knees, and has had 
intra-articular steroid injections, but the bruise-like lesions began before the injections 
were performed.  
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On clinical exam, there are blanchable, red to violaceous patches on both medial knees. 
There is no scale, no atrophy, and no induration. The lesions are peculiar and difficult to 
fully characterize. They do appear benign at this time, but I have asked her to continue to 
observe the lesions. I would also like to have the patient call if the problem does worsen 
or becomes symptomatic.  
 
Thank you for allowing me to participate in the care of her. If I can answer any specific 
questions, please feel free contact me at any time. 
 
Sincerely, 
 
Dr. Andre Horowitz 
 
 
Ch 4 Medical Record Review #2 
 
CHART NOTE: Recurrent Nevus 
 
 
PATIENT: Allice Wonder 
DATE: 1/25/ 20XX 
 
SUBJECTIVE: Recurrence of growth on the patient’s right arm. The patient was in my 
office four months ago. At that time, three changing moles were excised: one on the right 
arm, marked A; one on the right hand; and one on the left side of the chest. The one 
marked A was read by the pathologist as a pigmented compound nevus with mild atypical 
melanocytic hyperplasia, margins free and adequate.  
 
OBJECTIVE: Very small pigmented lesion, approximately 2-3 mm in diameter in the 
same area.  
 
ASSESSMENT: Atypical and dysplastic nevus, possible recurrence. 
 
PLAN: The patient was fully counseled regarding healing with scarring and keloid 
development; however, due to the nature of the nevus and recurrence, we will need to 
remove a minimum of 4-5 mm of normal surrounding skin. The patient was fully 
accepting of the possibility of scarring, keloid formation, and/or the recurrence. After a 
sterile prep, the area surrounding the nevus was anesthetized with Xylocaine 2% with 
epinephrine. The tumor was excised with a large area surrounding the brown pigment, 
approximately 4-5 mm. The resulting defect was closed using 4-0 Vicryl x2 and 4-0 
Prolene in interrupted sutures. The specimen was marked C-1 and sent to Pathology for 
evaluation. The patient is instructed to keep the site clean and dry and return in 10 days 
for suture removal. A handout covering aftercare was given to the patient and discussed. 
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Chapter 5 

Medical Record 5-1 
 
ANAL FISSURE 
 
PATIENT: David Riggins   PHYSICIAN: Dr. Henry Preston 
CHART NUMBER: 00675    DATE: March 21, 20— 
 
Patient presented to the clinic today with having had a BM this morning in which he 
noticed a large amount of bright red blood in the toilet. He denied any pain with the BM. 
This was the first time this has happened. No associated nausea and vomiting or diarrhea. 
He did mention that he has been constipated for the past week or so. He stated he had 
small, hard stools that he had to strain to pass a couple of times during the last week. The 
patient has no history of peptic ulcers or gastrointestinal cancer. 
 
OBJECTIVE: Wt. 195, BP 160/88, P 88. The patient is a well-developed, well-
nourished male in no acute distress. Examination of the rectal area reveals a small tear in 
the rectal mucosa. 
 
MEDICATIONS: Ibuprofen p.r.n.; metoprolol 50 mg b.i.d. 
 
ASSESSMENT: The patient has a small anal fissure. This is most likely caused from 
several incidences of constipation with associated straining. 
 
PLAN: The patient was instructed to increase the amount of fiber in his diet as well as to 
use an OTC laxative to increase the frequency of his BM and to soften the stool. He was 
advised to not strain as this would increase the likelihood that any hard stools that are 
passed will worsen the tear. This should resolve on its own. The patient is instructed to 
call the clinic should he continue to have issues. 
 
 
Medical Record 5-2 
 
GERD 
 
PATIENT: Adrian Edwards   PHYSICIAN: Dr. Carter Price 
CHART NUMBER: 03151    DATE: March 21, 20— 
 
Mr. Edwards came to the clinic today with complaints of heartburn and postprandial 
regurgitation. He states that these symptoms increase in severity soon after he lies down 
in his recliner after eating to watch TV. He is on no regular medications except that he 
does take occasional Maalox when his symptoms are “too much to handle.” These 
symptoms have only started to bother him recently, within the past month or so. He also 
complains of some flatus. 
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OBJECTIVE: This is an obese, well-developed male. Currently, he is in no distress. 
Weight today is 295. This is an increase since his last visit 6 months ago when he 
weighed 256. He has just recently lost his job and has stopped going to the gym because 
he had let his membership lapse. 
 
ASSESSMENT: GERD with increase in weight and decreased activity. 
 
PLAN: Start proton pump inhibitor b.i.d. Encourage patient to try to get back into routine 
of exercise. Discussed dietary guidelines to decrease fatty food intake. Discussed the 
need to abstain from coffee, tea, chocolate, and activities such as lying down or reclining 
immediately or soon after eating. The patient was encouraged to raise the head of his bed 
about 2 inches. If symptoms persist, Mr. Edwards is to return to clinic. More aggressive 
evaluation with endoscopy will then be scheduled. 
 
 
Ch 5 Medical Record Review #1 
 
OFFICE NOTE 
 
Ms. Anderson returns today for followup. She underwent an EGD back in May because 
of some nausea and bloating. She was found to have an 8-mm prepyloric gastric ulcer. 
She was placed on Protonix. She is doing much better. She had a C14 urea breath test that 
was negative for Helicobacter pylori. Biopsies of her ulcer were negative for malignancy 
as well. The patient takes a regular aspirin every day. She also takes a Fiorinal 
periodically for a headache, which also has some aspirin in it. She has never had a heart 
attack or a stroke. She does have a history of hypertension, but she actually has not been 
prescribed the aspirin by her family physician. This is something she has taken upon 
herself to take. I explained to her that the ulcer is likely related to the aspirin that she 
takes. At her age, her mucus layer in her stomach is likely quite thin and even small 
amounts of aspirin can be a significant risk for ulceration. Since she has not had strong 
indications to be on aspirin, I would recommend that she avoid it. The patient has been 
seen by another physician and is felt to have some reflux issues causing her chronic 
cough. She was started on Nexium, which she is taking at night. She also was on Protonix 
that I had placed her on. I explained to her there is really no need for her to be on both of 
these. If there is some question about nocturnal reflux she can take either the Nexium or 
the Protonix about a half an hour prior to the evening meal initially to cover her for 
nocturnal reflux.  
 
PHYSICAL EXAMINATION  
  
GENERAL: Well-developed, well-nourished woman in no acute distress. Alert and 
oriented x3. 
 
VITAL SIGNS: Weight 146. Temp 98.4, pulse 86, resp 18, BP 110/78.  
 
HEART: Regular rate and rhythm with no peripheral edema. 
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LUNGS: Clear to auscultation. 
 
ABDOMEN: Soft, nontender, nondistended with normoactive bowel sounds. No 
hepatomegaly. Spleen nonpalpable. 
 
CLINICAL IMPRESSION: 
1. Gastric ulcer, symptomatically improved on proton pump inhibitor therapy. 
2. Chronic cough felt to be related to nocturnal reflux. Improvement noted with proton 

pump inhibitor treatment. 
 
PLAN: 
1. Discontinue her aspirin. 
2. Take either the Nexium or the Protonix a half an hour prior to evening meal. 
3. Followup with me in 4 months or sooner if symptoms return. 
 
 
Ch 5 Medical Record Review #2 
 
ENDOSCOPY REPORT 
 
PATIENT: Smith, John 
DATE: 4/10/20XX 
 
PROCEDURE PERFORMED: Colonoscopy with polyp removal; biopsy 
 
INDICATIONS: This is a 63-year-old male who was found to have a polyp on screening 
sigmoidoscopy. A complete colonoscopy is being performed to remove the polyp and 
rule out any concurrent lesions. 
 
CONSENT: The procedure and its benefits and risks, to include but limited to bleeding, 
infection, perforation, missed lesions, and sedative reaction, were explained to the patient 
and his wife in detail. Signed informed consent was obtained. 
 
INSTRUMENT: Olympus video colonoscope 
 
MEDICATIONS GIVEN: Demerol 50 mg and Versed 3 mg in divide doses. A Fleets 
enema prep provided good visualization.  
 
PROCEDURE: The patient’s vital signs were evaluated and found to be within normal 
limits. He was placed in the left lateral decubitus position. After adequate conscious 
sedation, a rectal examination was performed. No masses were felt. The Olympus video 
colonoscope was inserted in the rectum and gently advanced to the cecum. The location 
of the cecum was confirmed by the internal and external landmarks and photographic 
documentation obtained. The ileocecal valve was cannulated. The terminal ileum was 
noted to be without lesions to about 2 cm. The scope was brought back into the cecum 
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and gradually withdrawn. The lining of the colon was thoroughly inspected. There were 
scattered diverticula noted in the sigmoid colon. A pediculated 4 mm polyp was seen in 
the sigmoid colon at about 6 cm from the anal verge. This was removed using a snare and 
submitted to pathology lab for biopsy. The scope was brought back to the rectum and 
retroflexed. No internal hemorrhoids noted. The scope was straightened, air was 
aspirated, and the scope was withdrawn. The patient tolerated the procedure well. He was 
escorted to the recovery area for vital sign monitoring.  
 
IMPRESSION: 
1. Polyp in sigmoid colon at approximately 6 cm from anal verge 
2. Sigmoid diverticula 
 
PLAN: 
1. High-fiber diet 

2. Await pathology results. If adenomatous, a full colonoscopy is indicated in three 
years. If hyperplastic or normal, a colonoscopy is indicated in 10 years. 

 
 

 

Chapter 6 

Medical Record 6-1 
 
PROBLEM WITH URINATION 
 
SUBJECTIVE: The patient presented in the office today with complaints of a feeling of 
fullness in his pelvic area as well as oliguria for the past 3 days. He feels the need to 
urinate and “not much comes out.” He states that he also had some nocturnal enuresis off 
and on over the past week. He has a past history of pyelonephritis 1 year ago. 
 
OBJECTIVE: The patient is a 52-year-old underweight male in obvious discomfort. 
Examination of the abdomen and pelvis was notable for pain on palpation of the pelvic 
area over the bladder. Percussion of this area revealed a distended bladder. A digital 
rectal exam was performed and revealed no enlargement of the prostate. A urinalysis was 
ordered, but the patient was unable to void so in-and-out catheterization was performed 
and the bladder was drained. Urinalysis was performed on a sample of the urine and 
revealed dark color and a high SG. 
 
ASSESSMENT: Diagnosis is urinary retention due to a probable stone in the urinary 
tract causing hydroureter or hydronephrosis. 
 
PLAN: A stat KUB was ordered. I will call the patient as soon as I have the results of the 
KUB. Treatment will be determined based on the results of the x-ray. 
 
 
Medical Record 6-2 
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UROLOGY CONSULTATION REPORT 
 
I saw Mrs. Talbot today on referral by your office. She presented as a pleasant 45-year-
old woman with a history of stress urinary incontinence for the past year. She states that 
the symptoms have been increasing in severity over the past 2 months and that you 
referred her for possible surgical correction of the problem.  
 
Past medical history reveals a right nephrectomy due to polycystic kidneys. She has no 
history of frequent urinary tract infections. The patient is multigravida. She had four 
vaginal deliveries without complications. She is also an asthmatic and finds the 
symptoms worse when an asthma exacerbation causes increased coughing. 
 
Examination revealed an overweight female in no acute distress. Pelvic exam revealed a 
cystocele. Urinalysis done in the office today was normal. 
 
The patient was scheduled for cystoscopy, urodynamics, a pelvic ultrasound, and a 
voiding cystourethrogram. I informed the patient that her SUI is likely caused by 
weakness of the pelvic muscles due to multiple childbirths and this has left her with a 
prolapsed bladder. She may be an excellent candidate for a transvaginal tape procedure. 
We will discuss this further following her workup, and I will keep you updated as to the 
results. 
 
 
Ch 6 Medical Record Review #1 
 
BRIEF HISTORY: Mr. Watts is a 67-year-old male with lower urinary tract symptoms 
as well as gross hematuria. He previously had a workup for a potential prostate 
abnormality, which is normal on MRI of the prostate. He also developed urinary 
frequency, urgency, dysuria, and gross hematuria and was treated with antibiotics. He has 
a 20-year history of diabetes. He is currently scheduled for a workup for his gross 
hematuria, including cystoscopy and CT urogram.  
 
I had the pleasure of seeing Mr. Watts today in followup of his prostate needle biopsy. He 
continues to have some intermittent hematuria as well as blood per rectum, but he is 
feeling well without complaints. Unfortunately, his biopsy revealed a small focus of 
Gleason 3+3 carcinoma of the prostate and 5% at 1 core out of 12. He comes in with his 
wife today to discuss the treatment options related to this. His review of systems 
otherwise is documented in the chart, as is physical examination which is unchanged.  
 
I had a very long discussion with the patient and his wife regarding the current 
circumstance and risk stratifications for prostate cancer. He has certainly extreme low-
risk with the prostate cancer with a small focus of Gleason 3+3, PSA less than 10. We 
have discussed all various treatment options including but not limited to active 
surveillance, surgical and radiation therapy as well as alternative therapy such as 
cryotherapy and HIFU. I discussed with them the observational data of both Albertson's 
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as well as the Swedish studies regarding the curves of low-risk prostate cancer, and I 
explained to him that these curves typically diverged at 12 years. This does not mean that 
patients who did not receive treatment all fail survival at 6-12 years but that some start to 
fail. Given that circumstance, we have increasingly moved to looking and active 
surveillance for such low-risk prostate cancers in people based on PSAs, serial 
examinations and repeat biopsies as well as considerations for imaging such as MRI.  
 
We also discussed the potential triggers to treatment on an active surveillance protocol. 
We did discuss surgical therapies by radical retropubic, radical peroneal, laparoscopic as 
well as robotic-assisted laparoscopic prostatectomy. We also discussed radiation with 
seed implantation, and external beam radiation therapy. We discussed the ramification of 
having AUA symptoms score of 10/35. We discussed the risks, benefits, and alternatives 
of therapy, and I gave him some information on looking at books. He is currently 
interested in the potential protocol on active surveillance with vitamin D. I will contact 
him for potential enrollment. If he does not enroll, he will return in six months for PSA. 
Otherwise, he will return in one year for a repeat prostate needle biopsy. We gave him a 
prescription of Cipro and Valium for this since he did have difficulty with rectal probe 
insertion. 
 
Thank you very much. 
 
 
Ch 6 Medical Record Review #2 
 
CONSULTATION 
 
PATIENT: Troy Smith 
DATE: 20 August 20XX 
 
I had the pleasure of seeing Mr. Smith in followup today for his hydronephrosis. Mr. 
Smith is a 69-year-old gentleman who was taken to the operating room last week with 
left-sided hydronephrosis, potential bladder lesion as well as potential ureteral lesion. We 
were unable to access the ureter. He did not have any visible bladder tumor, and he had 
multiple irregularities within the prostatic urethra from previous resection. We 
subsequently admitted him for a percutaneous nephrostomy tube placement. He has been 
well. Initially, he had intermittent gross hematuria with clots passage, but more recently, 
it is improved. He reports that approximately every 2-3 voids he has some hematuria. He 
went to interventional radiology today and had internalization of his nephrostomy tube. 
They were able to pass a stent into the bladder. He did have what appeared to be high 
ureteral orifice with some angulation. 
 
His review of systems and physical examination are well documented in the chart. He has 
an indwelling nephrostomy tube draining clear urine. He has some blood-tinged urine 
with some debris within the bladder. We did a postvoid residual and he had only 45 mL 
of urine in the bladder. 
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I discussed the circumstance with the patient and family. They will cap his nephrostomy 
tube tomorrow. So long as he does well, he will return in three days for another antegrade 
check and potential removal of the nephrostomy tube. As long as he does well with that, 
he will return in one month for cystoscopy and stent removal, and if there are any 
problems or issues, we will potentially modify the plans. They are to call sooner if there 
are any problems.  
 
 

 
Chapter 7 

Medical Record 7-1  
 
HISTORY AND PHYSICAL: CHEST PAIN 
 
HISTORY 
 
CHIEF COMPLAINT: Chest pain. 
 
HISTORY OF PRESENT ILLNESS: Mr. Johnson presents here today with complaints 
of chest pressure with pain radiating to left arm and jaw. Onset 4 days ago. These 
symptoms usually begin when he has been jogging for 1 to 2 miles and get worse when 
he runs uphill. The pain subsides if he slows down or rests. He has admitted to 
diaphoresis and shortness of breath during these episodes. He exercises five to seven 
times per week, usually running or jogging 3–5 miles per day. He is not on any 
medications at this time other than an over-the-counter daily vitamin. 
 
PAST MEDICAL HISTORY: His family history is positive for heart disease because 
his father died at the age of 61 from a myocardial infarction. 
 
SOCIAL HISTORY: Nondrinker, nonsmoker. 
 
OCCUPATIONAL HISTORY: Has been working at the executive level for a land 
development company for 27 years. 
 
REVIEW OF SYSTEMS: On review of systems, his medical history is unremarkable. 
He denies any cognitive, visual, auditory, musculoskeletal, digestive, or urinary 
problems. 
 
PHYSICAL EXAM 
 
GENERAL APPEARANCE: On examination this patient is a well-developed, well-
nourished 57-year-old man in no acute distress. 
 
VITAL SIGNS: BP 122/78, P 59 reg, R 12, T 98.8 Wt 190# Ht 6’1” 
 
HEENT: Pupils are equal, round, and reactive to light and accommodation. 
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NECK: The neck is supple. Carotid pulses are strong. No masses or tenderness. 
 
LUNGS: Clear to percussion and auscultation. Breath sounds are easily heard and 
normal. 
 
HEART: The heart rate and rhythm are regular. Pulse is 59. No murmurs, gallops, or 
rubs. 
 
EXTREMITIES: No clubbing, cyanosis, or edema. 
 
DIAGNOSTICS: Chest x-ray: suggestive of slight left ventricular enlargement, ECG: 
positive for ST-segment depression, occasional PVC. 
 
ASSESSMENT  
 
IMPRESSION: Rule out ischemia, rule out cardiovascular disease 
 
PLAN: CBC, chemistry profile, echocardiogram, and GXT today. If positive, schedule 
cardiac catheterization within a week. Instructions were given to patient to discontinue 
jogging until further notice. Patient was given a sample of sublingual nitroglycerin and 
instructed on its use. 
 
 
Medical Record 7-2 
 
FOLLOW-UP FOR FILARIAL ELEPHANTIASIS 
 
SUBJECTIVE: Patient returns for follow-up after starting chemotherapy for his 
condition. He complains of continued edema in both of his lower extremities. This is 
probably due to lymphangiitis and the interrupted flow of lymph and fluid buildup. He 
has symptoms of chills, fever, and general malaise, which are all to be expected for this 
stage of his illness.  
 
OBJECTIVE: Lab results confirm the presence of a bacterial infection from adult 
filarial worms. His temperature is 100.5°F today. His weight has stayed around 210 lb, 
which is up 2 lb from last visit. On palpation of lower extremities, there is pitting edema 
and the right lower leg is erythematic. 
 
ASSESSMENT: 
1. Filarial elephantiasis 
2. Lymphedema 
3. Lymphangiitis 
4. Fever 
5. General malaise 
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PLAN: 
1. Review appropriate hygiene plan 
2. Continue with chemotherapy as prescribed 
3. Begin massage therapy as tolerated for lymphedema 
4. Follow up in 1 month to monitor signs of lymphadenitis or lymphadenopathy. 
 
 
Ch 7 Medical Record Review #1 
 
HOLTER MONITOR REPORT 
 
CLINICAL INFORMATION: A 29-year-old female. 
 
This is a 24-hour Holter of good technical quality, with an average heart rate of 83 beats 
per minute, a minimum heart rate of 50 beats per minute, and a maximum heart rate of 
156 beats per minute. Occasional ventricular ectopic beats noted. The computer counted 
408, including 10 couplets, 6 episodes of bigeminy, and 83 PVCs and trigeminal 
episodes. No significant bradycardia noted. Patient had occasional brief episodes of 
tachycardia but no clear supraventricular tachycardia. Rare supraventricular beats noted; 
the computer counted 56. 
 
CONCLUSION: This is an essentially benign 24-hour Holter with occasional premature 
ventricular contractions, including 10 couplets, and rare premature atrial contractions. 
The patient reported some episodes of shortness of breath during the Holter. These were 
not associated with any significant ectopy. 
 
 
Ch 7 Medical Record Review #2 
 
HYPERLIPIDEMIA 
 
PROBLEM LIST: 
1. Hyperlipidemia. 
2. Chronic low back pain. 
3. New onset atrial fibrillation. 
4. Chest pain and exercise intolerance associated with atrial fibrillation. 
 
MEDICATIONS: 
1. Digoxin 0.25 mg daily. 
2. Crestor 1 daily. 
3. Zetia 10 mg daily. 
4. Coumadin 5 mg as directed. 
5. Toprol-XL 200 mg b.i.d. 
 
CHIEF COMPLAINT: The patient is a 68-year-old lady I was asked to see in 
consultation for evaluation of atrial fibrillation. The patient had onset of palpitations on 
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10/07/20XX, which she recalls distinctly. She saw Dr. Walker within a few days and he 
noted she was in atrial fibrillation and started Coumadin. Of note, she is already on 
Toprol-XL apparently for hypertension. She is active and played singles tennis until 
October. Since then, she noted markedly decreased energy and chest tightness almost 
every day that does not appear to be associated with exertion. She does note, however, 
dyspnea on exertion without orthopnea, PND, or edema. She has had no syncope but has 
had some lightheaded spells with diaphoresis. She denies any neurologic symptoms or 
any bleeding problems on Coumadin. She has been on Coumadin for about two weeks 
now. 
 
ALLERGIES: No medication allergies. No contrast allergy. 
 
REVIEW OF SYSTEMS: Notable for chronic lower back pain and problems as cited 
above. Otherwise, review of systems is documented on sheet dated 11/03/20XX. 
 
FAMILY HISTORY: Unknown as the patient is adopted. 
 
SOCIAL HISTORY: She does not smoke. Occasionally drinks wine. She is a retired 
teacher. 
 
PHYSICAL EXAMINATION: Vital Signs: Blood pressure is 138/88. Heart rate is 108. 
 
GENERAL: She is a pleasant, middle-aged lady in no apparent distress. 
 
NECK: No JVD. Carotid upstrokes are normal without bruits. No lymphadenopathy or 
thyromegaly. 
 
MENTAL STATUS EXAM: Alert and oriented x3. 
 
NEURO: Cranial nerves II-XII are intact. Motor strength is 5/5 bilaterally. 
 
HEENT: Pupils are equal, round, and reactive to light. Extraocular movements are intact. 
Oropharynx is benign. 
 
LUNGS: Clear to auscultation. 
 
CARDIAC: Irregular, normal S1 and S2 without murmur, S3, or rub. 
 
ABDOMEN: Bowel sounds are active, soft, and nontender without hepatosplenomegaly. 
 
EXTREMITIES: No clubbing, cyanosis, or edema. 
 
ECG performed in the office and reviewed by me shows atrial fibrillation with a 
ventricular response rate of about 108. Mild nonspecific ST-T wave changes are noted. 
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IMPRESSION: The patient has recent onset atrial fibrillation as best I can tell. This is 
poorly tolerated with significant exercise intolerance and some atypical chest discomfort. 
 
PLAN: 
1. Check PT/INR. 
2. Stress nuclear study next week. 
3. TEE cardioversion next week. The patient understands indications and risks and 

wishes to proceed. 
4. Continue current medications, although we will plan on holding the Toprol-XL and 

digoxin on the day of cardioversion. 
 
 
 

 
Chapter 8 

Medical Record 8-1  
 
DISCHARGE SUMMARY 
 

PATIENT: Carly Stinson    Age: 24 y.o. female    Date: August 24, 20– 
 
FINAL DIAGNOSES: 
1. Snake bite 
2. Hemolysis 
3. Thrombocytopenia 
4. Nausea 
5. Epistaxis 
6. Hematuria 
7. Tachycardia 
8. Neurotoxicity 
9. Hypotension 
 
HOSPITAL COURSE: Patient reported to the emergency room within 3 hours of a 
presumed rattlesnake bite. She had been hiking in the desert when she was struck on the 
back of her right lower leg. She saw a large snake, over 6 feet long, with a diamond 
patterned skin. Her past medical history is unremarkable for chronic illnesses. No known 
allergies (NKA). Medications are limited to birth control pills. She complained of 
anxiety, nausea, and tingling of her right lower extremity.  
 
There were two visible entry wounds, with marked edema, ecchymosis, petechiae, and 
some early blisters. She complained of significant pain in the bite region. Her vital signs 
were consistent for hypotension at 98/60 and with a tachycardic pulse at 136 BPM. 
Hemolytic effects from the snakebite venom started with epistaxis and slight hematuria. 
 
TREATMENT: Administration of 20 vials of antivenin 

Tetanus prophylaxis 
Prophylactic antibiotic ordered because a snake’s dirty mouth  
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       can cause a bacterial infection 
Admitted to Intensive Care Unit 
Cardiac monitoring with IV 
Coagulation profile ordered q4–12h prn to monitor signs  

of hemolytic anemia, thrombocytopenia, or fibrinolysis 
 

DISCHARGE INSTRUCTIONS: Patient was discharged after 2 days with symptoms 
subsiding. Will recheck patient at 1 week and 4 weeks postinjury. 
 
DISCHARGE MEDICATIONS: Patient to complete the 10-day course of antibiotics. 
 
 
Medical Record 8-2 
 
SOAP FOLLOW-UP FOR AUTOIMMUNE DISEASE 
 
SUBJECTIVE: 42-year-old Debra Conner returns to the clinic for a 1-month follow-up 
visit. She is married with two children and has a full-time career as a college instructor. 
She continues to complain of musculoskeletal aches, fatigue, and insomnia, which she 
admits has contributed to her stress level. She sometimes has trouble with activities of 
daily living because of her pain. She has had one episode of a urinary tract infection that 
was treated with a 10-day course of penicillin. She also takes an over-the-counter anti-
inflammatory drug to reduce her symptoms of muscle aches, which does provide some 
relief. She denies depressive episodes at this time. 
 
OBJECTIVE: Wt: 147    BP: 122/86    HR: 74    T: 98.8    R: 18 
Laboratory Results: Positive ANA, ELISA method. Elevated rheumatoid factor, ESR, 
and complement levels. Negative EBV. CBC: WNL. Chemistry Profile: WNL 
 
ASSESSMENT: With the correlation of symptoms and laboratory data, my impressions 
are as follows: 
1. Fibromyalgia 
2. Sleep disorder 
3. Fatigue 
4. Systemic lupus erythematosus 
 
PLAN: Plan to decrease the inflammatory process with the following medications: 

prednisone 10 mg daily 
mycophenolate mofetil 500 mg b.i.d. 

 
Patient may continue to take over-the-counter ibuprofen, on a prn basis, but not to exceed 
1,600 mg/day. Patient instructed on stress reduction and was given written information on 
living with an autoimmune disease. Have ordered consultation with occupational therapy. 
Recommended she attend a SLE support group meeting. 
 
Return to clinic in 3 months. 
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Ch 8 Medical Record Review #1 
 
Blood and Immune Systems 
November 6, 20XX 
 
SUBJECTIVE: Suzy comes in today for evaluation to find out whether she has a milk 
allergy or not. She noted she gets a sore throat after eating milk or dairy products. She 
was getting quite a bit of abdominal discomfort and gas with milk, but that seems to be 
resolved with the Lactaid. She does have severe seasonal allergic rhinitis symptoms 6-8 
weeks in the spring and moderate symptoms 2-3 weeks in the fall.  
 
REVIEW OF SYSTEMS: The patient is currently on labetalol for high blood pressure 
that developed after delivery. That seems to be decreasing now, and she hopes to get off 
that soon. She is on Zoloft, Lecithin, vitamins, and calcium. She does have some allergy 
symptoms around cats. There are no other foods that cause any problems. She has nausea 
with Erythromycin. She gets eczema of her hands with certain soaps.  
 
PAST MEDICAL HISTORY: This can be found on the chart. Her well patient care is 
up-to-date. 
 
FAMILY HISTORY: This is highly positive for hay fever, mildly positive for asthma, 
sinusitis, nasal polyps, thyroid problems, and bee sting allergy.  
 
PHYSICAL EXAMINATION: She is a well appearing female patient. Vital signs are 
normal. Blood pressure is 112/71 today. She is alert, cooperative, and in no distress. 
Physical exam of the ears, nose, and throat is unremarkable. Neck is supple without any 
lymphadenopathy. Chest is clear to auscultation with good diaphragmatic excursion. 
Heart is regular rate and rhythm. There is a slight lateral curvature of the thoracic spine. 
Abdomen is flat and nontender to palpation with normal bowel sounds. Skin is 
unremarkable. Nails show brisk capillary refill and reflexes are normal. 
 
NASAL SMEAR: The nasal smear shows occasional eosinophils. No neutrophils or 
bacteria noted. 
 
PULMONARY FUNCTION TESTS: Pulmonary function tests done for base line 
purposes, reveals a vital capacity of 97%, FEV-1 of 95%, and FEF 25-75 that varies 
between 88% and 98%. This is interpreted as a normal pulmonary test.  
 
We did administer a skin test for the histamine, control and milk. The histamine was 2+; 
control and milk were negative. 
 
IMPRESSION AND PLAN: 
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1. Questionable food allergy. We are going to get a RAST to milk, get a total IgE level, 
and get the records from the ENT doctor that she saw, so we can see what his findings 
were.  

2. Allergic rhinitis. We will set her up for skin testing in the near future. She was given 
a sample of Omnaris, 1-2 sprays in each nostril for once a day; start that in March. 
The Claritin as needed. She will need to be off that for two weeks prior to skin 
testing. 

3. Well patient care. She is up-to-date on everything.  
4. She will come in soon for the skin testing.  
 
 
 
Ch 8 Medical Record Review #2 
 
Medical Record sample 
Date: 10 Aug 20XX 
 
PATIENT: John Doe 
 
HISTORY: This is a 17-year-old male who comes in today with his mother with 
complaint of severe fatigue, fever, swollen throat and neck, no appetite, and general 
malaise. Mother states he has been “dragging around for the past couple weeks”. Since he 
wasn’t getting any better, she insisted he come in.  
 
PAST MEDICAL HISTORY: Usual childhood diseases, immunizations up-to-date. No 
major illnesses. 
 
SOCIAL HISTORY: Active Senior in high school. In a relationship with a steady girl 
friend. She is also sick with similar symptoms.  
 
PHYSICAL EXAMINATION 
 
GENERAL: 17-year-old well-developed, well-nourished male in mild distress, 
complaining of difficulty swallowing.  
 
VITAL SIGNS: T 101°F, P 86, R 22, BP 110/60.  
 
HEENT: Tonsils erythematous and inflamed, mild gingivitis noted. Able to swallow 
with mild discomfort.  
 
NECK: Enlargement of cervical lymph nodes noted. Tenderness to palpation. Limited 
lateral cervical neck movement. Cervical flexion and extension within normal limits. 
 
CHEST: Lungs clear, although decreased breath sounds at bases.  
 



Stedman’s Medical Terminology 
Steps to Success in Medical Language 

© 2011 Wolters Kluwer Health/Lippincott Williams & Wilkins 

ABDOMEN: Tenderness on palpation in upper abdomen. Mild hepatomegaly and 
splenomegaly. No suprapubic tenderness. Remainder of abdomen without tenderness.  
 
EXTREMITIES: Mild weakness noted.  
 
IMPRESSION: Rule out acute mononucleosis 
 
PLAN: 
1. Epstein-Barr virus antibody test 
2. Mononucleosis spot test 
3. CBC with differential count 
4. Complete bed rest 
5. Push fluids, advance diet as tolerated 
6. Return to office if symptoms worsen 
7. Suggest girl friend seek medical care 
 
 

 
Chapter 9 

Medical Record 9-1 
 
POSITIVE TUBERCULIN SKIN TEST 
 
SUBJECTIVE: This is a 4-year-old African American boy patient of our clinic who 
came here today for tuberculosis test reading. The patient had a TB test placed previously 
and today, 48 hours later, shows a positive reaction. TB test was present in the left 
forearm, and there is an area of erythema and induration corresponding to about 20 mm. 
This was measured by the nurse and verified for me. Mom denies child being exposed to 
anyone with tuberculosis. He had been tested a couple of times during the past year, but 
mom had never come in for the reading. She said there was no reaction to it on either 
occasion except this one time. She also says that he is only around the family and the kids 
in school. She is not aware of anyone being diagnosed with tuberculosis and child has 
been completely fine, alert, active, and feeding well with no problems. 
 
OBJECTIVE: Temperature 98.8, blood pressure 80/60, weight 32 pounds, heart rate 80.  
 
General: Alert, active, well nourished. Neck: Supple, no lymphadenopathy. Heart: 
Regular rate and rhythm, no heart murmurs. Lungs: Clear to auscultation bilaterally. No 
rhonchi, rales, crackles, or wheezing. 
 
ASSESSMENT AND PLAN: Patient is a 4-year-old boy with positive tuberculin skin 
test result, recent converter. I ordered chest x-rays to rule out active tuberculosis. The 
patient very likely has latent TB and mom was told that her son would be a good 
candidate for INH prophylaxis. The patient is to return to clinic in the next couple of 
weeks. Mom voiced understanding and agrees to follow up accordingly. 
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Medical Record 9-2 
 
BRONCHITIS WITH COPD 
 
DIAGNOSES: 
1. (1) ________________________. 
2. Chronic obstructive pulmonary disease. 
3. Coronary artery disease. 
 
PROCEDURES: Chest x-ray that had the following result: The patient had increased 
markings in left lower lung, possibly early left lower lobe pneumonia versus chronic 
fibrosis, minimal hyperinflation with flattened diaphragms, decreased lung markings both 
upper lungs and increased AP diameter. Chest compatible with emphysema. Moderate 
diffuse osteoporosis. Wedging one midthoracic vertebral body. 
 
HISTORY AND HOSPITAL COURSE: The patient was admitted with a chief 
complaint of cough with white (2) ________________________ with shortness of breath 
and (3) ________________________ on exertion, worse for 3 days.  
 
This is an 83-year-old male with COPD and diagnosed with a non-ST-elevation MI 1-1/2 
months ago. Patient underwent cardiac catheterization at that time and was discharged on 
Plavix. The patient reports ongoing dyspnea on exertion and shortness of breath since 
then. Most recently, the patient complained of very severe cough with white sputum. The 
patient denies chest pain. He does have nocturia and paroxysmal nocturnal dyspnea, 
subjective hot and cold flashes, but denies night sweats or weight loss. 
 
I believe the patient has severe COPD but the patient does not want to have PFTs done 
because he does not want to pay the expense since he can get them done for free at the 
VA. The patient also does not want to have a CT to make sure he does not have a  
(4) ________________________ , although my previous assessment of probability for a 
PE was low. The patient also refuses to be transferred to the VA where he can receive 
these studies for free. The patient decided he would rather be discharged.  
 
The patient was treated for bronchitis with doxycycline with improvement in his 
symptoms. He was discharged to home in stable condition. He will be discharged on 
Atrovent MDI 2 puffs every 6 hours and doxycycline 100 mg by mouth 2 times per day 
for 10 days. The patient was told to go to the VA to set up home physical therapy and  
(5) ________________________ rehab. No activity restrictions but he should walk with 
assistance. He should continue to be active. He will call the VA to set up home physical 
therapy and pulmonary rehabilitation. 
 
 
Ch 9 Medical Record Review #1 
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OBSTRUCTIVE SLEEP APNEA SYNDROME 
11/05/20XX 
 
PROBLEMS: 
1. Obstructive sleep apnea syndrome 

a. Mild but symptomatic, AHI of 12.0, hypoxemia secondary to obstruction 87.2 
2. Periodic limb movements of sleep 
3. Restless leg syndrome 
4. Insomnia 
5. Allergy or intolerance to Requip, penicillin, and Z-Pak 
6. Other problems, as previously outlined 
 
HISTORY: The patient was last seen 05/01/XX. She is using her CPAP 7 hours per 
night. She will often sleep through the night but will have occasional periods where 
situational insomnia may intervene. She owns her own business. She woke up several 
times during the night thinking about the election results. She normally awakens feeling 
fairly refreshed. Daytime sleepiness is rare. She had worsening symptoms of depression, 
which resolved after her psychiatrist increased her Effexor dose to 150 mg per day. She is 
teaching a grief class at Sunday school. She does not smoke. She drinks alcohol 
occasionally but not habitually. Energy level seems better. She took a long airplane trip to 
the Ukraine. She had to take an extra dose of Klonopin because of restless leg syndrome. 
This was worsened by long periods of inactivity. She responds well normally to low-dose 
Klonopin.  
 
PHYSICAL EXAMINATION: Blood pressure is 122/78, heart rate 98, respiratory rate 
14, temperature 97.2, and weight 176, up a pound. She is well-dressed, well-groomed and 
in no acute distress. She is awake and alert. There is no evidence of facial trauma due to 
CPAP therapy. Sinuses are not tender. Nares are patent without discharge. Oropharynx is 
clear. TMs unremarkable. There is no JVD or stridor. Lungs are clear with good 
respiratory excursion. Heart rate is controlled. There is no murmur, rub or gallop. 
Abdomen is not tender and there is no peripheral edema.  
 
DATA: O2 saturation 98%. 
 
DISCUSSION: She is responding well to current therapies. She will intensify efforts at 
gradual weight reduction. She knows not to drive if drowsy. She will use her CPAP 
nightly. For now low-dose Clonazepam seems to provide effective relief of the restless 
leg syndrome and may help PLMS as well. She will use Ambien CR 6.25 mg to help with 
the chronic insomnia. She knows not to use Ambien without also using the CPAP. I will 
plan to see her back in six months for routine reassessment. She is agreeable with this.  
 
 
Ch 9 Medical Record Review #2 
 
CT OF THE CHEST WITHOUT CONTRAST  
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HISTORY: Shortness of breath.  
 
FINDINGS: CT examination of the chest was performed without intravenous contrast 
enhancement. Median sternotomy has been performed with dense calcifications of the 
coronary arteries and calcific plaque formation in the aortic arch. There is mild 
cardiomegaly. The upper pole of the right thyroid lobe demonstrates a 0.8 x 0.6 cm 
nodule. No enlarged axillary or supraclavicular lymph nodes are evident. There are 
numerous enlarged mediastinal lymph nodes, including a 1.4 x 1.1 cm pretracheal node 
on image #17, a 1.9 x 1.7 cm precarinal node on image #24 with marginal calcification, 
and a 2.1 x 1.6 cm AP window node on image #23. There is a nodal conglomerate in the 
subcarinal region, which measures 4 x 2 cm. Bilateral hilar adenopathy is present but this 
is difficult to accurately measure without intravenous contrast to delineate between hilar 
vasculature and nodal structures.  
 
There are a few small ill-defined nodules within the left upper lobe which measure 2-3 
mm in diameter. The posterior superior portion of the left lower lobe contains a 1.2 x 0.4 
cm pleural plaque (image #38). In both the posterior right base and superior segment of 
the right lower lobe, there is atelectasis. The aortic descent and visualized portions of the 
abdominal aorta show moderate calcified plaque formation. No pleural effusion is 
evident.  
 
Within the visualized abdomen, the adrenal glands are both enlarged, measuring  
2.1 x 2.5 cm on the left and 1.9 x 3 cm on the right. The adrenals show homogenous low 
attenuation compatible with bilateral adrenal adenomas. There are numerous bilateral 
nonobstructive renal calculi. No abdominal nodal enlargement is evident in the visualized 
portions of the abdomen.  
 
IMPRESSION: 
1. There is widespread bilateral hilar and mediastinal nodal enlargement. At least some 

of these nodes show both internal and marginal calcifications, which may suggest a 
granulomatous process. Further evaluation, which could include both followup and 
additional evaluation for other enlarged lymph nodes within the body, is suggested.  

2. Bilateral low attenuation enlargement of the adrenal glands. This may represent 
bilateral adrenal adenomas.  

3. Evidence of prior surgery of the chest with extensive bilateral coronary artery 
calcifications.  

4. Mild to moderate calcified plaque formation of the descending aorta.  

 

 

Chapter 10 

Medical Record 10-1 
 
HISTORY AND PHYSICAL 
 



Stedman’s Medical Terminology 
Steps to Success in Medical Language 

© 2011 Wolters Kluwer Health/Lippincott Williams & Wilkins 

HPI: The patient was seen in the office 1 month ago for symptoms of dysuria, oliguria, 
and nocturia, which had been worsening over the preceding 3 weeks. He was concerned 
about possible recurrence of BPH. 
 
PMH: Past medical history was remarkable for benign prostatic hyperplasia, which was 
treated medically 3 years ago with good results. He also reported having a hydrocele 
approximately 5 years ago and an orchiopexy as a child for cryptorchidism. He also has 
hypertension, which is under good control with medication and diet. 
 
PE: Physical examination revealed no tenderness to palpation of the pubic area. A digital 
rectal exam was performed and revealed enlargement of the prostate gland. The gland 
was notably firm and nodular. Examination was otherwise unremarkable. Laboratory and 
radiologic testing was ordered. A PSA was highly elevated at 25 ng/mL. A prostatic 
acid phosphatase test revealed elevated enzyme levels. Transrectal ultrasound was also 
performed and confirmed the presence of a tumor. Using ultrasound guidance, a needle 
biopsy of the prostate was also performed and revealed the presence of malignant cells. 
 
Dx: Diagnosis was prostate cancer. 
 
PLAN: Patient is admitted at this time for a robotic-assisted laparoscopic prostatectomy 
for minimally invasive removal of his tumor. 
 
 
Medical Record 10-2 
 
PROGRESS NOTE 
 
SUBJECTIVE: The patient presents today with complaints of burning during urination, 
orchialgia, and balanorrhea for the past week. He denies having any condylomata, 
chancres, or other sores in the genital area or elsewhere on his body. He had one episode 
of syphilis many years ago, which was successfully treated with antibiotics. He admits to 
having unprotected coitus in the past few weeks. Contraceptive method is spermicide. 
The patient denies any previous history of STDs. 
 
OBJECTIVE: Examination is within normal limits with the exception of scant yellow 
discharge from the glans penis, urethritis, and testicular edema. A culture was taken from 
the discharge and Gram stain was performed revealing gonorrhea bacterium. A urine 
sample was obtained and will be sent to the lab for STD screening to rule out concurrent 
chlamydial infection. 
 
ASSESSMENT: Gonorrhea. Rule out chlamydia. 
 
PLAN: Rocephin 1 g injection as administered for treatment of gonorrhea. Should the lab 
testing prove positive for chlamydia, oral antibiotics will be prescribed. The patient was 
also counseled regarding the transmission of STDs and safe sex measures, including the 
use of condoms. He was advised to notify his sexual partners about his diagnosis so they 
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can be tested too. He was further advised to return should his symptoms return or not 
resolve following antibiotic therapy. 
 
 
Ch 10 Medical Record Review #1 
 
CONSULTATION 
 
I had the pleasure of seeing your patient in followup for his lower urinary tract symptoms 
as well as his erectile dysfunction. He is an 83-year-old gentleman, who I have been 
following initially for lower urinary tract symptoms. He underwent some open simple 
prostatectomy, which revealed evidence of leiomyoma. He did well initially but then 
began having progressive symptoms. He had a cystometrogram, which was consistent 
with potential obstruction. A cystoscopy revealed stable but easily passable slight 
scarring at the bladder neck. Since that time, he continues to have urgency and frequency.  
 
More importantly, the patient complains of difficulty with erectile dysfunction. He 
reports that he had no problems before the surgery and since then he has had progressive 
worsening of his erectile function. This is refractory to all oral management. He reports 
that he occasionally gets a slight erection but nothing adequate for penetration. He is very 
frustrated. We have given him testosterone supplementation. He had slightly low free 
testosterone previously; however, we do not feel that is necessarily helpful, although, he 
would like to continue that. 
 
His review of systems is otherwise as documented on the chart as is full physical 
examination, which is essentially unchanged. His AUA symptoms score is 28/35. His 
urinalysis is acellular. 
 
I discussed circumstance with the patient and the follow up. We will restitute treatment 
with AndroGel. We gave him a new prescription. If he does not have improvement, we 
would like to consider further therapy for erectile dysfunction. I think it would be 
difficult for him to manage intracavernous injections but he may be able to do 
intraurethral suppositories.  
 
We will schedule an appointment in one month for follow up for a teaching of entry of 
his suppositories. 
 
 
Ch 10 Medical Record Review #2 
 
OPERATIVE REPORT: PROSTATE CANCER 
 
This patient is a 71-year-old male who has a diagnosis of prostate cancer 
 
TYPE OF PROCEDURE: Transrectal ultrasound-guided placement of fiducial markers 
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INDICATIONS: This patient is a 71-year-old male who has a history of prostate cancer. 
He has elected to undergo external beam radiation therapy. Fiducial marker placement 
was requested in order to assist with conformal radiation therapy administration. 
 
PROCEDURE: Patient was brought into the cystoscopy suite. Transrectal ultrasound 
was performed. Visualization of the prostate was noted without difficulty. Prostatic nerve 
blocks were performed utilizing 1% lidocaine bilaterally. The needle for fiducial marker 
replacement was then utilized. We placed one fiducial marker in the right base. A second 
marker was placed in the left mid plane. The third marker was placed at the right apex.  
 
Patient tolerated the procedure well. He was directed to complete his 3-day antibiotic 
course, which was prescribed to him. He will follow up with his radiology oncologist for 
planning of his external beam radiation. 
 
 

 

Chapter 11 

Medical Record 11-1 
 
CLINIC NOTE 
 
SUBJECTIVE: This patient is a 36-year-old gravida 3, para 3-0-0-3 with a history of 
conization in September 20xx, which showed precancerous cells and a negative 
endocervical curettage. Patient, prior to that, had had a colposcopy revealing 
precancerous cells in August 20xx. The patient has had followup after her colposcopy 
with a Pap test. Later the patient had another Pap test that was negative and a colposcopy 
performed that was negative. No lesions or metastases were seen at that time and no 
biopsies were taken, as such. The Pap test, again, returned as normal. Today the patient 
comes back for a Pap test. She has no changes in her interval history. She denies any 
sexually transmitted diseases. 
 
OBJECTIVE: On examination, the external genitalia appeared to be within normal 
limits and without any obvious lesions. The speculum was inserted into the vaginal canal, 
and the vaginal mucosa appeared to be pink and healthy. The cervix was visualized and 
noted to be free of lesions, although at the 9 o’clock position, a suture was seen. A Pap 
test was performed. There was some stenosis of the cervical os. The patient tolerated the 
procedure well. 
 
ASSESSMENT AND PLAN: The test results and plan for follow-up will be mailed to 
patient when available. 
 
 
Medical Record 11-2 
 
DELIVERY NOTE 
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PROCEDURES: 
1. Controlled vaginal delivery. 
2. Repair of episiotomy. 
 
PROCEDURE IN DETAIL: The patient is a primigravida 27-year-old white female 
who received (1)_________________ care throughout her pregnancy. She has remained 
normotensive throughout her pregnancy, and dipsticks remained negative. Maternal 
blood type is O negative, so RhoGAM was administered postdelivery. The patient arrived 
in active labor with a good mechanism at 0430 hours. She was 80% effaced with the 
(2) _________________ dilated to 4 cm. The fetus was noted to be in a vertex 
presentation at a -2 station. She progressed rapidly in labor, and by 1045 hours, she was 
100% effaced and dilated to 5 cm. An epidural was started by anesthesia at the patient’s 
request. The fetus remained in the vertex presentation and had normal fetal monitoring 
strips throughout labor, with a heart rate ranging from 120 to 152. 
 
At 1205 hours, the patient was moved to delivery. The epidural was continued. The 
patient’s vagina and perineum were prepped, and drapes were applied after the patient 
was placed in Allen stirrups in the lithotomy position. It was felt necessary to do a 
midline (3) _________________. The infant’s head was delivered, and the nose and 
oropharynx were suctioned with a bulb. The shoulders were gently rotated, and the infant 
was delivered and placed on the mother’s abdomen. The infant cried spontaneously and 
vigorously. The mouth and nose were once again suctioned. The cord was clamped and 
cut. Cord blood was obtained from a three-vessel cord. The infant was handed off the 
field to the (4) _________________ in attendance. The infant’s blood type will be 
determined, and the infant will be closely monitored for any signs of Rh incompatibility, 
but none was apparent at birth.  
 
The patient delivered a viable male infant weighing 7 pounds 9 ounces with an  
(5) ___________________________ of 8 at 1 minute and 10 at 5 minutes. RhoGAM will 
be administered. The midline episiotomy was repaired without complications. The infant 
was sent to the newborn nursery, and the mother will be closely observed prior to 
returning to her room for recovery. 
 
 
Ch 11 Medical Record Review #1 
 
OBSTETRICS AND GYNECOLOGY SOAP NOTE 
 
SUBJECTIVE: This is a 41-year-old gravida 2, para 2-0-0-2 who is here for an annual 
exam. She is doing well. She says that every other month, she has a regular cycle; then 
the month in between, is a little bit irregular, but she does have a monthly bleed. She has 
been noticing more symptoms. She has been getting more hot flushes, vaginal dryness, 
dyspareunia, decreased libido, mood changes and depression as well. She has tried 
several antidepressants in the past for PMS and mood, including Lexapro and Wellbutrin, 
and they really were not helpful to her. She had been on Prozac 10 mg 3 times a day, but 
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she was brought down to once a day. Her last mammogram was in April 20XX; it was 
BI-RADS category #1. She has been feeling tired as well. 
 
OBJECTIVE: She is well developed, in no acute distress. Her breasts are soft and 
nontender. There is no dominant mass palpated. There are no skin changes. No nipple 
discharge. No adenopathy. Supraclavicular nodes are negative. There is no thyromegaly. 
Abdomen is soft and nontender without any masses, rebound, or guarding. Pelvic exam 
shows external is without lesions; vagina without lesions; cervix without lesions. No 
cervical motion tenderness. Uterus is small, anteverted and nontender. The adnexa are 
without any mass and are nontender. 
 
ASSESSMENT AND PLAN: 
1. Annual exam. Pap was done. 
2. Obtain screening mammogram. 
3. Decreased libido, vaginal dryness.  
 
We discussed different options and regimens that we have tried in the past. We will go 
ahead and give her Depo-Testosterone 200 mg IM today and give her vaginal estrogen 
cream to try for the vaginal atrophy and dyspareunia symptoms. She is to return in three 
months and we will see how she is responding to the treatment.  
 
 
Ch 11 Medical Record Review #2 
 
OBSTETRICS AND GYNECOLOGY OFFICE NOTE 
 
SUBJECTIVE: This is a 20-year-old female who presents for followup. She had a 
colposcopy done on July 10 after a Pap smear showed ASCUS with high-risk HPV in 
April of this year. At the time of colposcopy, four biopsies were performed including an 
endocervical curettage. None of the four biopsies showed evidence of dysplasia.  
 
ASSESSMENT: I discussed this with the patient and her mother, who was present at 
today’s visit. I recommended that she obtain followup Pap smears every six months for a 
minimum of 18 months. If her Pap smears revert back to normal for the duration of 18 
months, she may then resume annual screening. If her Pap smears remain persistently 
abnormal, we may need to perform another colposcopic evaluation. All of her questions 
have been answered. All of her mother’s questions have been answered.  
 
PLAN: She will follow up in six months for a repeat Pap smear. 
 
 

 
Chapter 12 

Medical Record 12-1 
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CEREBROVASCULAR ACCIDENT REHABILITATION 
HISTORY AND PHYSICAL 
 
REASON FOR ADMISSION: Cerebrovascular accident (CVA), left hemiparesis, for 
advanced rehabilitation. 
 
PATIENT GOAL: To be able to return home to live independently. 
 
HISTORY OF PRESENT ILLNESS: This is a 64-year-old male. He developed sudden 
onset of leftsided weakness in early November. He was on the floor of his home 
approximately 1 week before being found. He was taken to the local hospital. In the 
emergency room, he was found to have a high CPK of greater than 5,000, which was felt 
to be secondary to rhabdomyolysis from lying on the floor. He also had left-sided 
hemiparesis. CT scan of the head showed advanced periventricular malacia, compatible 
with deep white matter ischemia. There was a superimposed edema to this infarct in the 
right basal ganglia. MRI of the head showed small vessel ischemic changes with an 
acute infarction of the right basal ganglia. 
 
PAST MEDICAL HISTORY: Significant for hypertension. 
 
ALLERGIES: He has no known drug allergies. 
 
SOCIAL HISTORY: He lives at home alone. He has all of his arrangements on the first 
floor. The patient is right-handed. 
 
HABITS: He admits to smoking cigarettes. He denies drinking alcohol or using illicit 
drugs. 
 
FAMILY HISTORY: Significant for CVA, diabetes mellitus, and cancer. 
 
REVIEW OF SYSTEMS 
 
GENERAL: He denies weight gain, weight loss, chills, fevers, night sweats. Head, Ears, 
Eyes, Nose, and Throat: Review is significant for mild dysphasia. 
 
CARDIOVASCULAR: Significant for hypertension. 
 
NEUROLOGIC: As above. 
All other systems are negative. 
 
PHYSICAL EXAMINATION 
 
VITAL SIGNS: Temperature 98.8°F, pulse 78, respirations 20, blood pressure 150/98, 
weight 158 pounds. 
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EXTREMITIES: His right upper and lower limbs have functional range of motion and 
strength. 
 
PULMONARY: Chest is clear. 
 
CARDIOVASCULAR: Heart has regular rate and rhythm. 
 
ABDOMEN: Abdomen is soft with normal active bowel sounds. Foley catheter is in 
place. 
 
NEUROLOGIC: This is a well-developed, thin male in no acute distress. He is alert and 
oriented x 3. Pupils equal and reactive to light and accommodation. Pays attention 
bilaterally. Has left central facial weakness. Tongue deviates to the left. He has moderate 
dysphasia. His swallowing reflex appears intact. He has dense left hemiparesis without 
appreciable moving of the upper or lower extremity. Sensation remains intact on the left. 
Babinski sign is positive on the left. He has 1 to 2 beats of clonus at the left ankle. 
 
IMPRESSION: 
1. Cerebrovascular accident, dense left hemiparesis. 
2. Rhabdomyolysis. 
3. Hypertension. 
 
PLAN: The patient will be admitted for a comprehensive inpatient rehabilitation program 
consisting of physical therapy, occupational therapy, speech therapy, recreational 
therapy, and case management support. Goals will be directed toward patient-and-family 
goals, to allow the patient to return home hopefully to live independently or else live with 
support. 
 
 
Medical Record 12-2 
 
ACUTE SEIZURES DISCHARGE SUMMARY 
 
CHIEF COMPLAINT: Mental status changes and expressive aphasia. 
 
HISTORY OF PRESENT ILLNESS: This is an elderly white female who has a history 
of multiple hospitalizations in the past with the same complaint, who presented to the 
hospital with expressive (1)__________________, mental status changes. 
 
PAST MEDICAL HISTORY: Past medical history significant for the patient having 
similar episode with seizures, (2)____________________________, hypertension, CAD, 
CABG, CHF, atrial fibrillation, hypothyroidism, (3)_________________________, 
respiratory arrest, UTI, right carotid endarterectomy, cholecystectomy, hysterectomy, 
CABG, and peripheral vascular disease. 
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HOSPITAL COURSE: On admission to the hospital, the patient had expressive aphasia. 
The whole time she was alert and oriented x1. She could move all four extremities well. 
She was seen by the neurologist, who recommended that we maintain her Dilantin 100 
mg t.i.d. and also recommended increasing the Lamictal to 200 mg b.i.d. She tolerated the 
increase of the Lamictal with no problems. Her expressive aphasia improved while she 
was in the hospital. She continued to mentate well, was alert and oriented x1. Also on 
admission she was noted to have atrial fibrillation, RVR. She was seen by a cardiologist, 
who recommended increasing her sotalol and decreasing the metoprolol. Her heart rate 
came down. She was also continued on Coumadin while she was in the hospital. 
She was running a low-grade temperature on admission. UA was positive for UTI, and 
she was put on Macrobid. She had defervescence of her fever. 
 
The (4)__________________________ was positive for (5)_______________________ 
disorder. Again, we felt that her expressive aphasia and mental status changes were 
probably secondary to acute seizures. She had no evidence of any tonic-clonic seizures. 
At this point she is alert and essentially back to baseline. 
 
DISCHARGE DIAGNOSES: Acute seizures, history of cerebrovascular accident, atrial 
fibrillation, rapid ventricular response, hypertension, coronary artery bypass graft, and 
urinary tract infection. 
 
DISCHARGE MEDICATIONS: Sotalol 80 mg b.i.d. for atrial fi brillation, Macrobid 
100 mg b.i.d. for UTI, metoprolol 50 mg once a day for hypertension, Lamictal 100 mg 2 
tablets b.i.d. for seizures, Dilantin 100 mg t.i.d. for seizures She is also to continue her 
Lasix, Lipitor, Cozaar, Coumadin as before, and Synthroid and Trental. 
 
FOLLOWUP CARE: See the doctor in 1 week. Have a Coumadin check once a week. 
 
 
Ch 12 Medical Record Review #1 
 
OUTPATIENT CLINIC NOTE FOR ATAXIA 
 
CHIEF COMPLAINT: Follow up for ataxia. 
 
SUBJECTIVE: This is a 51-year-old female who comes to outpatient neurology clinic 
for followup for ataxia. The patient was last seen by me in September 20XX. At that 
time, the patient was referred to Dr. Whitaker for second opinion. The patient saw her on 
12/04/XX. Dr. Whitaker ordered MRI of the brain to rule out superficial siderosis, and 
MRI of the cervical spine. The patient's MRI of the cervical spine was essentially 
unremarkable. The patient's MRI of the brain was essentially stable, as was the previous 
MRI done in December 20XX. The patient has a pronounced volume loss involving the 
cerebellum. According to the patient, she is stable, but complains of occasional tingling 
and numbness in her hands. 
 
MEDICATIONS: Amitriptyline 
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REVIEW OF SYSTEMS: The patient complains of some numbness occasionally in her 
hands. The patient denies any chest pain, fever, chills, or weight loss. All other review of 
systems negative. 
 
PHYSICAL EXAMINATION: Vital Signs: Blood pressure 147/88, heart rate 168, and 
respiratory rate 18. 
 
GENERAL: The patient is comfortable. 
 
NEUROLOGICAL: The patient is awake, alert, and oriented x3. Speech is normal. 
Extraocular movements are intact. The patient has a horizontal nystagmus. The patient's 
strength is 5/5 in all extremities. The patient also has dysmetria. The patient's gait is 
ataxic. 
 
IMPRESSION: Ataxia 
 
DISCUSSION: This is a 51-year-old female who comes to outpatient neurology clinic 
for followup for ataxia. The patient was last seen by me in September 20XX, at that time 
the patient was referred to Dr. Whitaker for second opinion. The patient saw her on 
12/04/XX and she recommended doing MRI of the brain and cervical spine. The patient's 
MRI of the cervical spine was essentially unremarkable. The patient's MRI of the brain 
was essentially stable as compared to the previous MRI done in December 20XX. The 
patient has volume cerebellum atrophy. The patient had extensive workup for her ataxia, 
which essentially came back unremarkable. 
 
PLAN: 
1. Continue supportive care. 
2. The patient will make a follow up appointment with Dr. Whitaker. 
3. No other neurological recommendations for now. 
 
 
Ch 12 Medical Record Review #2 
 
INITIAL PSYCHIATRIC ASSESSMENT 
 
IDENTIFYING INFORMATION: Patient is 37 years old, self-referred and currently 
separated from her husband of six years and living with two of her sons, ages 6 and 8. 
She reported that she has been working as an independent contractor in real estate. She 
complains of an on-and-off problem with eating disorder. 
 
HISTORY OF PRESENT ILLNESS: Patient is a 37-year-old female who reported that 
she has no previous psychiatric history, but she has been taking some medication, 
different antidepressants on and off since the age of 20. She reported that there is a question 
of ADHD because she has very erratic behavior, becomes very distracted, has mind racing, 
multitasking and organization is very overwhelming, and she gets to the point that she starts 
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getting depressed, starts eating, gaining weight, which results in her anxiety escalating. She 
says she follows the law of all or nothing. When I asked about mood swings, patient denied 
that but later in the interview we found that the patient definitely has mood swings and has 
a lot of energy and self-confidence even when she lost her job. She gets depressed, but has 
ongoing issues about being very distracted, about moving and traveling and spending 
money out of proportion, but according to the patient, she is not a spender. She reports that 
recently she started a new job and worries that she cannot comply with the job because of 
the situation. She is separated from her husband now and needs to be more financially 
independent. She reported that there have not been any auditory or visual hallucinations, 
paranoia or history of abuse. She reports that her childhood was okay, but she had a very 
unpredictable environment.  
 
PSYCHIATRIC HISTORY: She reports she was treated for a while with Depakote and 
Zoloft in her mid-20s and then Prozac, which caused a lot of impulsivity to the point that 
she bought a ticket to a concert for all her friends, lost her credit cards and eventually had 
to seek bankruptcy. Wellbutrin was okay, but adding Effexor made it worse, which the 
PCP has been giving her. She denied any history of suicide attempt, but was hospitalized 
twice in 1998 for an eating disorder or, according to patient, no diagnosis. She reports 
around the age of 20, she tried multiple medications, but she did not sniff glue or other 
substance. She denies addiction to any substance currently.  
 
MEDICAL HISTORY: Patient reports no medical history and no history of head injury, 
loss of consciousness or seizure.  
 
ALLERGY: No known drug allergy. 
 
FAMILY HISTORY: She reports one brother and one sister. There are no psychiatric 
diagnoses in the family. She reports mother had mood changes and was very quick 
tempered and moody. Father had high blood pressure and a heart attack at the age of 63.  
 
SOCIAL HISTORY: Patient has been married for six years, but is currently separated. 
The 8-year-old child is from a different relationship. 
 
EDUCATION: Patient reports that she completed three years of graphic design but 
could not finish and eventually went to technical school and finished that in one year. She 
reports she does not have a learning problem, but continuing is a problem for patient. 
 
She reports that childhood was okay and there is no history of abuse, but she has a lot of 
difference of age with her parents, brother and sister.  
 
LEGAL ISSUES: She reports one misdemeanor, which was dropped. This for keeping her 
children in a car not being attended for 3-4 minutes. She has no legal issue currently. 
 
MENTAL STATUS: Patient appeared modestly groomed, cooperative and good eye 
contact. Speech increased in rate, tone and mild fidgetiness; alert and oriented to time, 
place, person. Affect shows elevated mood. Patient reports she wants to finish her job and 
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does not want to endanger her career. Thought process is pressured and circumstantial. 
Thought content: Negative auditory or visual hallucinations or paranoid delusion. 
Negative for suicidal ideation. Insight and judgment is okay. The patient's fund of 
knowledge is appropriate. 
 
DIAGNOSIS: 
AXIS I: Bipolar disorder, type 2. 
AXIS II:  Deferred. 
AXIS III: None 
AXIS IV: Lack of primary support and financial issues, severe; and career issues, 

severe; and mental problems. 
AXIS V: GAF 70. 
 
Patient is a 37-year-old who reports that she was diagnosed with bipolar and she is not sure 
what is going on. She is mainly focusing on distraction. We did assessment and mood 
questionnaire. The patient is in the spectrum of bipolar. We discussed with the patient about 
the symptoms and different medications and since she was comfortable with Wellbutrin, I 
started Wellbutrin 200 mg daily and added Lamictal 25 mg daily for two weeks and then 
increased to 50 mg. Risks and benefits discussed with the patient and she is to return to 
clinic in two weeks. The office emergency contact number has been given to the patient. She 
understands to call if any problems develop.  
 
 

 

Chapter 13 

Medical Record 13-1 
 
LASIK SURGERY REPORT 
 
PREOPERATIVE DIAGNOSIS: Myopia, right eye 
POSTOPERATIVE DIAGNOSIS: Myopia, right eye 
OPERATION: LASIK, right eye 
SURGEON: Thomas Brunner, M.D. 
 
Refraction and preoperative testing was performed 2 weeks ago. At that time, the patient 
underwent computerized topographic analysis via video keratography to map the surface 
of the eye. Corneal thickness and corneal surface elevations were measured. Tonometry 
revealed normal intraocular pressure. Slitlamp biomicroscopy was performed to ensure 
that there were no contraindications for the procedure. The retina appeared normal. The 
patient signed an informed consent for the procedure after the risks and benefits were 
explained in detail. Patient was given Valium for preoperative sedation to be taken 30 
minutes prior to surgery. 
 
On arrival today, topographic analysis was repeated to confirm all measurements. 
Measurements were then entered into the laser’s computer. Patient was brought into the 
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operating room and placed in a supine position on the table. Ophthalmic anesthetic drops 
were instilled into the right eye, and the eye was disinfected. A speculum was placed in 
the right eye for lid retraction. Reference marks were made for laser alignment. 
A suction ring was applied to the eye, and the cornea was flattened. A small incision was 
made using the microkeratome to create a flap. The fl ap was lifted to reveal the 
underlying stromal tissue. Using the excimer laser, the cornea was contoured to the 
predetermined measurements. The eye was then irrigated, and the flap was repositioned. 
The suction ring and speculum were removed. 
 
The patient tolerated the procedure well. Postoperative instructions and medications were 
given to the patient and she was discharged home in the care of her husband. She is to 
return in 2 weeks for postoperative follow-up and refraction. 
 
 
Medical Record 13-2 
 
OTORHINOLARYNGOLOGY CONSULTATION REPORT 
 
Thank you for your kind referral of Kenny Mason. Kenny was seen today because of a 
right tympanic membrane perforation noted by you on recent examination. Kenny 
previously had a perforation of the right ear in February of 2007, after he had been hit on 
the ear with a ladder. This perforation healed spontaneously in several weeks. He had no 
postinjury infections or complications. 
 
On questioning today, Kenny admits that he was hit in the right ear with a soccer ball 
about one and a half weeks ago and has had some tinnitus and dysacousis in the right ear 
since that time.  
 
Past medical history is unremarkable with the exception of bilateral tympanostomies with 
insertion of tympanostomy tubes at age three and a tonsillectomy at age ten. He is 
otherwise in good health. 
 
Examination today is unremarkable with the exception of an anterior superior tympanic 
membrane perforation with purulent otorrhea in the right ear. Audiometry done in the 
office revealed a significant conductive hearing loss in the right ear. The left ear was 
normal. 
 
I prescribed otic antibiotic drops to be instilled in the right ear q.i.d. I instructed Kenny’s 
mother to make sure that his ear stays dry at all times. We will adopt an expectant attitude 
toward this perforation. I think that there is a good chance that it will heal on its own. I 
will see Kenny back for a recheck in 1 month. If it has not healed at that time, we will 
schedule him for a right tympanoplasty. 
 
Thank you for referring this pleasant young man to me. I will keep you updated as to his 
status. 
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Ch 13 Medical Record Review #1 
 
SENSORY SYSTEMS 
 
MACULAR HOLE, RIGHT EYE 
DATE OF OPERATION: 02/02/XX  
DATE OF DICTATION: 02/02/XX 
 
PREOPERATIVE DIAGNOSIS: Macular hole, right eye.  
 
POSTOPERATIVE DIAGNOSES: 
1. Macular hole, stage II, right eye.  
2. Retinal thinning, right eye. 
 
PROCEDURES: 
1. Trans pars plana vitrectomy 
2. ICG-assisted membrane peeling 
3. Endolaser 
4. Air/fluid exchange 
5. 16% C3F8 gas, right eye. 
 
ANESTHESIA: MAC 
 
COMPLICATIONS: None 
 
SPECIMENS: None 
 
INDICATIONS FOR PROCEDURE: This is a 65-year-old female with a history of 
decreased vision in the right eye secondary to a macular hole. The finding was discussed 
with the patient and surgical intervention to close the macular hole and to improve the 
vision potential was discussed. The risks include, but are not limited to, infection, 
bleeding, cataract formation, persistent macular hole opening, and retinal detachment. An 
informed consent was obtained. 
 
PROCEDURE: The patient was taken to the operating room where she was given 
retrobulbar anesthesia by the anesthesiologist without complication. The patient was then 
prepped and draped in a sterile fashion. A lid speculum was inserted for exposure. A 
conjunctival peritomy was performed in the temporal quadrant and superonasal quadrant. 
Hemostasis was achieved with wet field cautery. A standard 3-port vitrectomy setup was 
established with the infusion cannula in the inferotemporal quadrant 4 mm away from the 
limbus. The infusion was turned on after visualization of the cannula in the proper space. 
A contact lens system was sutured to the sclera. Additional sclerotomy sites were chosen 
in the superonasal and superotemporal quadrant 4 mm away from the limbus. Vitrectomy 
was performed with removal of the vitreous out toward the ora serrata. The cortical 
vitreous was also removed from the surface of the retina starting at the optic nerve and 
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carried out toward the ora serrata. The vitreous in the anterior base was carefully 
removed with scleral depression 360 degrees.  
 
Attention was then turned to the macula where the patient was noted to have a macular 
hole less than 500 microns. The ICG dye was layered over the macula to stain the ILM 
for 4 minutes. The ICG dye was reconstituted by adding 10 mL aqueous solvent to the 
25-mg powder. 0.2 mL of the ICG dye was then mixed with 0.6 mL of Provisc. After 
staining of the ILM, the ICG dye was aspirated from the surface of the retina. Utilizing 
the Tano membrane diamond duster and intraocular forceps, the ILM was carefully 
removed in a circumferential manner around the macular hole without incident. The 
peripheral retina was examined and there was an area of retinal thinning and retinal 
whitening at the supranasal quadrant. Therefore, endolaser was applied around that area 
to reinforce the retina. Air/fluid exchange was performed with removal of the balanced 
salt solution from the vitreous cavity and also from the macular hole. The air in the 
vitreous cavity was replaced with 16% C3F8 gas.  
 
The sclerotomy sites were closed with 6-0 Vicryl sutures. The conjunctiva was reapposed 
utilizing 8-0 Vicryl sutures. The patient received subconjunctival injections of Ancef and 
dexamethasone. The lid speculum was removed and the patient was undraped. The 
periorbital area was cleaned with wet and dry gauze. The patient’s right eye was patched 
after instilling atropine, Iopidine, Betimol eye drop and Maxitrol ointment. The patient 
tolerated the procedure without complication and was transferred to the recovery room in 
stable condition. The patient was reminded of the need for face-down positioning. The 
patient will be seen in the office tomorrow morning.  
 
 
Ch 13 Medical Record Review #2 
 
EAR INFECTIONS 
 
CHIEF COMPLAINT: Ear infections. 
 
SUBJECTIVE: The patient is a 5-year-old male who presents to the clinic today for 
evaluation with his mother. Mother complains of persistent ear infections since 
September 20XX. The patient has had four episodes of ear infections requiring multiple 
antibiotic therapies. The patient complains of pain in his left ear. 
 
The patient is status post bilateral tympanostomy tube insertion x2. Last procedure was 
done on 11/02/XX. Mother also complains of decreased hearing over the past two 
months. 
 
REVIEW OF SYSTEMS: Mother complains of itchy nose, itchy eyes, and sneezing 
especially during spring and fall seasons. Mother also complains of snoring. The patient 
has not used nasal steroids. 
 
OBJECTIVE: 
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VITAL SIGNS: Weight 38 pounds, heart rate 96, respiratory rate 20, and temperature 
96.6 degrees Fahrenheit. 
 
GENERAL: A well-nourished and well-developed male in no acute distress. Alert and 
oriented x3. 
 
ORAL CAVITY AND OROPHARYNX: Benign without any lesion. 2+ tonsils 
bilaterally without any exudates or erythema. 
 
NOSE: Patent nasal cavities bilaterally without any mucopus. The patient has normal-
size nostrils. 
EARS: The patient has mucopurulent fluid in the left middle ear with decreased mobility 
of the left tympanic membrane. The patient has serous effusion in the right middle ear 
with decreased mobility of the right tympanic membrane. 
 
NECK: There are no palpable cervical lymphadenopathy or neck masses bilaterally. 
 
The rest of the patient's examination is unremarkable. 
 
IMPRESSION: 
1. Bilateral chronic otitis media. 
2. Seasonal allergic rhinitis. 
 
RECOMMENDATIONS: I have discussed my findings with patient's mother and 
recommended that patient undergo bilateral tympanostomy tube insertion using Baxter T 
tube. Risk and benefits of the procedures were explained to the patient's mother, 
questions were answered, and mother gave consent to proceed. 
 
Preoperative history and physical was done and the patient will be scheduled for the 
procedure after obtaining authorization from his insurance company. I gave the patient a 
prescription for Bactrim elixir 8 mL twice daily for 10 days and also Flonase nasal spray 
1 spray bilateral nasal cavities at bedtime for management of seasonal allergic rhinitis. 
 
 

 
Chapter 14 

Medical Record 14-1 
 
LOW BACK PAIN 
 
SUBJECTIVE: The patient came to my office with chief complaints of chronic back 
pain radiating down to the right more than left buttock and the thigh area. This pain 
increases with walking, standing, and rotating the back. She is taking Ambien and 
etodolac at this time. She is a known hypertensive with low back pain and left foot pain. 
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She denies any new family or social history. She was on Vioxx and stopped when 
changed to etodolac. On review of systems, she reports some weight loss. She denies 
any heart pain, skin problems, eye problems, ear problems, hearing problems, swallowing 
problems, abdominal problems, diarrhea, constipation, or bowel/bladder incontinence. 
 
OBJECTIVE: On examination the patient is a moderately built, well-nourished female. 
She appears to be comfortable. Her blood pressure is 136/69, heart rate 63, temperature 
98.6. Her current weight is 200 pounds. She is awake, alert, and oriented. Pupils are equal 
and reacting. Sclerae are anicteric. Oropharynx is clear. The neck is supple. Carotid 
pulses are felt well. Trachea is midline. Breath sounds are heard. The abdomen is soft. 
The breath sounds are easily heard. The heart has a regular rate and rhythm. Upper 
extremity sensation reveals motor power within normal limits. The back has an old 
surgical scar. There is severe myofascial tenderness noted, paraspinal region in the 
lower lumbar and upper sacral area. Lower extremities are symmetrical. There is mild 
edema noted, more so in the ankles. There is decreased range of motion in the hips 
secondary to pain. Sensation is intact to light touch. Gait is slow and stable. She walks 
with a single-point cane. Sensation is intact. 
 
ASSESSMENT: This is a patient with chronic low back pain, bilateral total knee 
replacement, and a prior low back surgery. She continues to have pain. 
 
PLAN: The previous injection significantly helped the patient with her pain for about 3 
months. I will consider her for a repeat L5-S1 foraminal block under fluoroscopy in the 
next 2 to 3 weeks. I have advised the patient to continue the current medications and have 
ordered a physical therapy consultation. 
 
 
Medical Record 14-2 
 
RHEUMATOID ARTHRITIS FOLLOW-UP NOTE 
 
HISTORY OF PRESENT ILLNESS: The patient is a 38-year-old woman who has an 
illness of about 3 to 4 years, characterized by myalgias, (1) ____________________, and 
arthritis located in the MCP joints, PIP joints, wrists, and ankles. In addition, the patient 
has had intermittent Raynaud, mild hair loss, and a transient rash located on the face and 
the neck. Other problems are sleep abnormalities and problems with equilibrium that are 
under evaluation by neurology. In our initial evaluation, we considered that the patient 
may have an undifferentiated connective tissue disease, and the possibilities were 
rheumatoid arthritis, lupus, or scleroderma. A trial of prednisone 15 mg was initiated. 
Two days after the patient started taking prednisone, she felt an impressive improvement 
that she describes as a miracle. The chronic sensation of fatigue was almost eliminated, 
and the 
(2) ____________________ is very mild, as well as the arthritis. The patient has not had 
episodes of (3) ____________________ since. The patient has been unusually active at 
work with energy and is able to do gardening. There is no significant change in morning 
stiffness, and this is still about 30 minutes in duration. 
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PERTINENT PHYSICAL FINDINGS: The general examination is benign. There is no 
hair loss. There is very mild erythema on the neck with fine telangiectasis that was 
mentioned before. There are no other skin lesions, and there are no mucosal lesions 
either. Musculoskeletal examination shows a motor power of 5/5 in all four extremities, 
(4) ____________________ is normal in all joints, and there is no evidence of synovitis 
at any level. X-rays of hands show only mild osteopenia around the MCP and PIP joints. 
There are no erosions. 
 
ASSESSMENT/PLAN: The patient is a 38-year-old woman with an undifferentiated 
inflamatory polyarthritis. Considering the family history of a father and a brother with 
rheumatoid arthritis, it is possible that the patient is at the stage of an early  
(5) ____________________, which is seronegative. Given the presence of Raynaud and 
fine telangiectasis, we have to keep in mind the possibility of this illness evolving to 
scleroderma. We do not have serologic evidence of lupus, and there is no biochemical 
evidence of myositis. Our plan at the moment will be to initiate high-dose chloroquine 
at 400 mg once daily, evaluation by an ophthalmologist, and a slow reduction of 
prednisone to 10 mg in 1 month and then 1 mg per week. We are scheduling an 
appointment in 2 months and requesting a CBC and sedimentation rate for the next visit. 
 
 
Ch 14 Medical Record Review #1 
 
GUNSHOT WOUND 
 
HISTORY: The patient is a 15-year-old female who comes in today after being seen in 
the emergency room for a gunshot wound. The entry was on the lateral right knee area, 
exit the medial side of the knee and then it went back into her left shin area medially, 
where the bullet lodged. She has some pain in the right knee area and obviously some 
pain in the left shin area. She can bear a little bit of weight on it, but she is here on 
crutches. She has been on some antibiotics.  
 
EXAMINATION: On exam today, she is a healthy, well-nourished, well-developed 
female in no acute distress. Normal mood and affect. Alert and oriented x3. She comes in 
today again with crutches. We looked at the wounds today. Again, there is an entry 
wound in the lateral aspect right at the level of the lateral joint line of the knee and exit 
wound just distal to the medial joint line; and another entry wound at the mid shin level 
on the left leg. No exit wound. She has actually pretty good range of motion of the knee. 
No ligamentous instability. No real joint line tenderness. She can do a straight-leg raise 
actively. Ankle exam is normal, and the knee and the ankle exam are normal on the left 
leg. Grossly neurovascularly intact in both legs. 
 
IMAGING: We looked at three views of the right knee from the emergency room and 
these were basically negative. I did go ahead and do a repeat lateral view of the knee and 
it does look like she has a very small avulsion involving the anterior aspect of the tibial 
plateau on the lateral view, but this is very subtle. Two views of the left tib-fib from the 
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emergency room reveal that the bullet lodged on the anteromedial aspect of the tibia, but 
there appears to be no fracture. 
 
IMPRESSION:  
1. Gunshot wound, right knee, with a small avulsion of tibial plateau.  
2. Gunshot wound, left leg, with bullet lodged in the tibia. 
 
RECOMMENDATION: Basically, we talked about the diagnosis here, and we will 
have her continue on the antibiotics. I would recommend that we just keep the bullet in 
place as long as it does not bother her, but if it does bother her, we can take it out. If they 
have any trouble with it, increase in pain, swelling, redness, etc., I wanted them to come 
in sooner, but otherwise we will see her back in about three weeks or so. 
 
She should be fine to go back to school now, and she can start weightbearing as tolerated 
and get off the crutches as the pain allows. 
 
 
Ch 14 Medical Record Review #2 
 
ORTHOPEDICS CLINIC NOTE 
 
HISTORY: Patient presents to clinic for followup of her left heel. The patient has had  
a recent MRI done, and I have had a chance to speak with the patient on the phone 
previously and had gone over her MRI findings with her. Patient presents to clinic stating 
that she still has some pain on the bottom of her left heel. Apparently, the injection given 
to her by another physician helped her for about 7 to 10 days. She denies any edema or 
erythema to the left foot. 
 
PHYSICAL EXAMINATION: The left foot was assessed. She is tender to touch over 
the left CC joint. There is no sign of edema and no sign of erythema in that region. I am 
able to dorsiflex and plantar flex the left ankle without any pain. There is some 
discomfort to eversion and inversion of her left foot. She also has a well-healed scar over 
the dorsal medial aspect of her left ankle, consistent with prior surgeries. There is pain to 
palpation over the plantar medial tuberosity of the left heel. There is no pain on side-to-
side compression of the left calcaneus. 
 
MRI: MRI of the left foot, completed on June 4, 20XX, is consistent with no evidence of 
stress fracture. The patient did have evidence of plantar fasciitis with reactive edema 
noted within the calcaneus. There is also questionable mild splitting of the peroneus 
brevis tendon. The patient is asymptomatic in that region. There is also subtle 
abnormality of the calcaneocuboid joint, worrisome for a possible minor fibrous 
coalition. 
 
X-RAYS: Three views of the left foot were taken today. These are consistent with a bony 
fragment noted at the level of the CC joint. This appears to be more of a posttraumatic 
avulsion fracture than an actual coalition of the CC joint. This is noted on the dorsal 
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medial aspect of the calcaneocuboid joint area. There is also a small plantar heel spur, but 
there is no obvious sign of calcaneal fracture. There are no bony tumors noted. 
 
ASSESSMENT: 
1. Left heel plantar fasciitis. 
2. Bony exostosis/avulsion fracture, left calcaneocuboid joint. 
 
PLAN: The clinical, x-ray, and MRI reports have been discussed with the patient in 
detail. As far as her heel pain, treatment options discussed with the patient include stretch 
exercises, icing, the use of supportive shoe gear, and cortisone injections. The patient 
agreed, and the left heel today was injected using 1 mL of 1% lidocaine plain, 1 mL of 
0.25% Marcaine plain, and 1 mL of Kenalog 10. The area was prepped with alcohol prior 
to injection. Patient tolerated the procedure well. 
 
Patient has been asked to limit her activity for the remainder of the day. She has been 
advised to continue with icing and stretch exercises. We have also discussed the use of 
inserts. 
 
As far as her calcaneocuboid bony spur/avulsion fracture, treatment options have also 
been discussed with her. At this time, we will continue with conservative measures. The 
patient is to follow up with me in three to four weeks, sooner as needed. 
 
 

 

Chapter 15 

Medical Record 15-1 
 
NEW ONSET DIABETES MELLITUS 
 
SUBJECTIVE: The patient is seen today for complaints of an unusually large appetite 
as well as polydipsia and polyuria. She is concerned because she has had a significant 
weight loss over the past few months despite her increased appetite. On questioning, she 
admits to increased fatigue as well as some irritability. The patient takes exogenous 
thyroxine for hypothyroidism. Past medical history reveals a single episode of 
pancreatitis 3 years ago. It is otherwise noncontributory with the exception of gestational 
diabetes during her second pregnancy. Family history is positive for a mother and sister 
with diabetes mellitus. Her sister is under treatment with a continuous subcutaneous 
insulin infusion. 
 
OBJECTIVE: General exam reveals an obese female in no acute distress. Blood 
pressure is elevated at 150/95. Physical exam was unremarkable. Inspection of skin was 
negative for rashes, lesions, or ulcerations. Snellen testing revealed 20/20 vision in both 
eyes. Urinalysis was performed and revealed slight glycosuria. Blood glucose testing 
revealed a glucose level of 260 two hours postprandial. 
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ASSESSMENT: My impression is new-onset diabetes mellitus with a family history of 
DM. 
 
PLAN: Laboratory testing has been ordered to include a GTT, electrolytes, glycosylated 
hemoglobin, and lipid panel. The patient has been counseled regarding dietary 
considerations. She was advised of the importance of blood glucose control and regular 
exercise. The patient was counseled at length about the risks associated with diabetes, 
including diabetic nephropathy, retinopathy, and peripheral vascular disease. Patient will 
be referred to endocrinologist, Tom Hong, for further evaluation and workup as soon as 
insurance authorization can be procured. A copy of her laboratory results will be 
forwarded to Dr. Hong on completion. 
 
 
Medical Record 15-2 
 
OPERATIVE REPORT: THYROIDECTOMY 
 
PREOPERATIVE DIAGNOSIS: Primary (1)_________________________________ 
POSTOPERATIVE DIAGNOSIS: Left thyroid tumor 
OPERATION: Minimally invasive thyroidectomy 
SURGEON: Joel Sugiwara, M.D. 
ASSISTANT SURGEON: Tom Hansen, M.D. 
ANESTHESIA: General 
 
INDICATIONS: The patient is a 54-year-old female with a history of weight loss, 
fatigue, (2)______________________, and (3)______________________. A thyroxine 
level test revealed excessive levels of thyroxine and a(n) (4)____________________ 
showed a nodule in the left thyroid. The patient is brought to the operating room for 
minimally invasive (5) _____________________________________. 
 
PROCEDURE: The patient was taken to the operating room and placed in a supine 
position on the operating table. After satisfactory induction of general endotracheal 
anesthesia, the patient was positioned and draped for the procedure. The patient’s 
recurrent laryngeal nerves were monitored throughout the operating using 
electromyography. A small horizontal incision was made in the lower neck. Flaps were 
raised superiorly and inferiorly. The left thyroid was identifi ed and separated from 
surrounding tissues. The blood supply to the left thyroid gland was clamped off. The 
gland was removed from the neck. The mass was sent for frozen section diagnosis and 
was determined to be nodular thyroid gland tissue. Hemostasis was obtained 
using bipolar cautery. A Penrose drain was placed, and the wound was closed using 
layered closure. The patient was awakened from anesthesia. 
 
 
Ch 15 Medical Record Review #1 
 
HYPOKALEMIA AND HYPERTENSION 
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November 25, 20XX 
 
CHIEF COMPLAINT: Hypokalemia and hypertension 
 
HISTORY OF PRESENT ILLNESS: This is a 53-year-old female who was worked up 
by Dr. Thomas for primary hypoaldosteronism. She has an aldosterone of 16.9 and a 
renin of 0.19 with a ratio now of 85 and previously was 170. She has a potassium of 3, 
and she takes replacement 40 mEq b.i.d. Her hypertension is present for about 10 years 
and has been getting worse for the past year. Today, her blood pressure is 170/96, and 
recheck was 168/99. She said that she was taking Aldactone for a while, but she has been 
off it for many months. She had a CT scan done in 20XX that revealed an adrenal mass 
measuring 9 mm on the left side. She had a CT scan done recently, which I am asking her 
to send me the results. We will attempt to get these films. She has also a goiter for which 
she has been followed. She has some difficulty swallowing mainly solid foods and no 
history of thyroid cancer in the family. 
 
PAST MEDICAL HISTORY: Primary hypoaldosteronism, diabetes type 2, 
hypertension, hypercholesterolemia, and multinodular goiter. 
 
MEDICATIONS: Lisinopril, hydralazine, nifedipine, indapamide, glipizide, metformin, 
simvastatin, aspirin, Darvocet, potassium, Pepcid, Prevacid, amitriptyline, and iron. 
 
SOCIAL HISTORY: She does not smoke or drink or use any drugs. 
 
ALLERGIES: She has no known allergies. 
 
IMPRESSION AND PLAN: I spent about 45 minutes with this patient discussing the 
plan of care and the disease itself in most of the appointment. I explained to her that even 
though her aldosterone ratio is elevated, we need a confirmation test. I will give her the 
salt-loading test for three days with p.o. intake of 1 g of salt p.o. three times a day. She 
will collect 24-hour urine the third day and bring it to the lab to be tested for aldosterone, 
creatinine, and sodium levels. I have also sent her to lab now for aldosterone, renin 
repeat, a BMP and 18-hydroxycorticoserone levels. If she tolerates the salt loading test 
and this is positive, she will go to adrenal venous sampling and I explained to her how 
this is done. I am scheduling her to come back in two weeks to discuss the test results and 
decide what is the next step. 
 
 
Ch 15 Medical Record Review #2 
 
THYROID GOITER 
 
November 25, 20XX 
 
CHIEF COMPLAINT: Thyroid goiter. 
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HISTORY OF PRESENT ILLNESS: This is a 50-year-old female who has a goiter 
found about two weeks ago. She has difficulty swallowing, some difficulty breathing 
when she is lying down, but she is also overweight. I do not know if she has a sleep 
apnea at this point, which I think is a very good possibility. She has difficulty swallowing 
solids and her pills. She has no history of neck radiation. No history of thyroid cancer. 
She has some weight variation that can be increased or decreased at a specific period of 
time. She does not have complaints of hyper- or hypothyroidism. 
 
PAST MEDICAL HISTORY: This patient is diabetic and has hyperlipidemia and 
hypertension. 
 
PAST SURGICAL HISTORY: Hysterectomy. 
 
MEDICATIONS: Hyzaar, Glucophage, Crestor, aspirin, and Sular. 
 
ALLERGIES: She is allergic to latex. 
 
FAMILY HISTORY: Positive for diabetes and hypertension. 
 
SOCIAL HISTORY: She denies smoking, drinking, or using any drugs. 
 
REVIEW OF SYSTEMS: Review of systems is done and this has the above complaints. 
She denies any other problems. There is some shortness of breath when she exercises. 
 
PHYSICAL EXAMINATION: She is an alert and oriented patient and has blood 
pressure of 171/100 measured on her forearm. She has not taken her medications today, 
and I am asking her to take them right now. She had a temperature of 97.2, O2 saturation 
on room air 92%. Examination of her neck shows a goiter palpable on the left side. It is 
quite large and above the clavicle. She has no eschar in the neck and no palpable lymph 
nodes. 
 
DIAGNOSTIC IMAGING: On ultrasound, she has a large goiter on the left side that is 
above the clavicles. They show benign features, she has two small thyroid nodules on the 
right side that actually are hypoechoic and have marked calcifications somewhat 
suspicious for malignancy. 
 
IMPRESSION AND PLAN: This is a 50-year-old female with a multinodular goiter 
that has obstructive symptoms, therefore indication of thyroidectomy. I am offering her 
total thyroidectomy since I am very suspicious of this multiple thyroid nodules on the 
right side. I explained to her there is a possibility to do a left thyroid lobectomy instead, 
and I will do so if she has any nerve injury intraoperatively. She understands all the risks 
and benefits of surgery regarding the recurrent laryngeal nerve injury, vocal cord 
paralysis, and hypoparathyroidism and she signs the operative consent herself. Because 
she chooses the total thyroidectomy, I did not perform a biopsy of these thyroid nodules 
on the right. She will be operated on December 17. 
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Chapter 16 

Medical Record 16-1 
 
CLINIC NOTE 
 
SUBJECTIVE: The patient is a 50-year-old male with a 10-year history of a nasal 
lesion. He initially described it as being a possible infection of his hair follicle that 
progressed. The patient never did seek medical attention for this and over the course of 
these years, he has noticed that his nose has slowly started to disappear. He has recently 
been using a self-made nasal prosthesis made out of silicone. The patient does have a 
history of sun exposure as a child but no significant occupational exposure. He also has 
no history of smoking. He was seen by an outside physician and had a biopsy of his 
lesion performed, which was consistent with basal cell carcinoma. 
 
OBJECTIVE: Temperature 99.6, pulse 96, respirations 16. He is alert and oriented, in 
no apparent distress. What remains of the nose shows only some septal cartilage and 
nasal bones with skin covering; otherwise he has no ala and no lower or upper lateral 
cartilages. He does have an ulcerative lesion along the nasolabial fold on the left side. 
There is surrounding skin and mucosal ulceration and some friable tissue that bleeds with 
any extensive manipulation. Anterior rhinoscopy demonstrates no obvious masses. 
 
ASSESSMENT: Basal cell carcinoma of the nose. 
 
PLAN: At this time, the patient is a candidate for a total rhinectomy as well as possible 
skin graft, possible lip resection, possible primary lip repair, possible nasolabial flap. We 
would like to have the patient admitted to the hospital postoperatively. The patient was 
informed about the risks and benefits of the procedure, which include but are not limited 
to bleeding, infection, pain, nasal obturator stenosis, cosmetic defect, recurrence, need for 
additional surgery, psychosocial impact, lip and oral incompetence, and numbness. 
Despite this, informed consent was obtained today. 
 
 
Medical Record 16-2 
 
OPERATIVE REPORT 
 
PREOPERATIVE DIAGNOSIS: Recurrent infiltrative poorly differentiated ductal 
carcinoma of the breast. 
 
POSTOPERATIVE DIAGNOSIS: Recurrent infiltrative poorly differentiated ductal 
carcinoma of the breast. 
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OPERATION: Left simple mastectomy. 
 
INDICATIONS FOR PROCEDURE: The patient is a 46-year-old female with history 
of left breast carcinoma diagnosed at an outside hospital. She then underwent excisional 
biopsy with chemotherapy and radiation therapy. The patient was referred for evaluation 
of continuously enlarging left breast mass; biopsy performed revealed recurrent 
infiltrative poorly differentiated ductal carcinoma with features of metastatic carcinoma. 
It was recommended that the patient undergo a left simple mastectomy. The patient 
agreed to the procedure and signed the consent. 
 
DESCRIPTION OF PROCEDURE: The patient was taken to the operating room and 
placed in supine position on the operating table. The left breast and arm were prepped 
and draped in the standard sterile surgical fashion. An elliptic incision was made to 
encompass the entire right breast. This incision extended from the sternum in the 
direction to the axilla up to the lateral margin of the left breast. The knife was used to cut 
down the dermis and then Bovie electrocautery was used to take this incision down to the 
breast tissue. Meticulous hemostasis was achieved throughout. Flaps were raised 
medially to the sternum, laterally to the pectoralis major lateral border, inferiorly to the 
mammary crease, and superior to the clavicle. The dissection was carried down to the 
level of the pectoralis fascia. At that time, the pectoralis minor was dissected from the 
overlying breast tissue, and this proceeded in a medial to lateral dissection. The 
dissection continued laterally, freeing up the edge of the pectoralis minor muscle. 
 
After meticulous hemostasis was achieved, a #10 J-P drain was placed. The skin was 
closed in 2 layers, one with interrupted 4-0 Maxon sutures for the dermis, and the skin 
was closed with 4-0 Vicryl in a subcuticular fashion. Dry dressings were applied. The 
patient was revived from anesthesia, extubated, and transferred to the recovery room in 
stable condition. 
 
 
Ch 16 Medical Record Review #1 
 
LEIOMYOSARCOMA 
 
HISTORY OF PRESENT ILLNESS: This patient is a 62-year-old Caucasian female 
with a history of uterine leiomyosarcoma metastatic, originating in 20XX. She was 
treated with one dose of Yondelis chemotherapy. She says that she feels considerably 
better and has much more appetite and a great deal more energy. Her ECOG performance 
status is 0 to 1. She has full activities and is going about her normal daily work.  
 
REVIEW OF SYSTEMS: She has no headache, double vision, blurred vision, shortness 
of breath, nausea, vomiting, diarrhea or leg swelling. The rest of the review of systems is 
negative. 
 
PHYSICAL EXAMINATION: Her weight is up 3 pounds to 128, blood pressure 90/63, 
temperature 98, pulse 101, respirations 20, height 5 feet. Lungs are clear to auscultation 
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and percussion. Heart - regular rhythm without murmur. Abdomen - soft without liver, 
spleen or kidney palpable. Legs without edema. I did not palpate the 3 x 4 cm 
supraclavicular mass on her right side during this visit; however, we did not focus on this 
area in the physical exam.  
 
LABORATORY DATA: Hemoglobin 10.7, hematocrit 34, platelet count 237, creatinine 
kinase normal at less than 25. Her creatinine is normal. Her BUN is 12. Her liver function 
tests were all grossly within normal limits. Her albumin is low at 2.7. Total protein is 5.2.  
 
IMPRESSION: 
1. Highly metastatic and aggressive leiomyosarcoma, treated with one dose of Yondelis.  
2. Stop taking Detrol for difficulty in urination.  
3. Significant heartburn, still on Nexium. 
 
PLAN: She will get a second dose of Yondelis and return to us in three weeks. She will 
get interim counts. 
 
 
Ch 16 Medical Record Review #2 
 
METASTATIC LUNG CANCER 
 
DATE OF VISIT: 11/03/20XX 
 
HISTORY OF PRESENT ILLNESS: The patient returns to the Oncology Clinic where 
he is followed for his metastatic lung cancer, a mixture of small cell and squamous cell 
carcinoma. He comes in today for cycle 2 of carboplatin and etoposide chemotherapy 
with Neulasta support. Since his last visit, he has seen his cardiologist. He had been 
having increased episodes of angina but was getting relief with Nitrol. He was instructed 
that he should resume taking his baby aspirin and Plavix as long as that would be okay 
with his chemotherapy, and I have instructed him that it would be fine to do so since he 
did not have significant thrombocytopenia at his nadir. With regards to pain control, he 
continues to have some aching in his left chest. He uses Morphine on a p.r.n. basis 
averaging 2 tablets per day. 
 
PHYSICAL EXAMINATION: Temperature 95.8, weight 199 pounds, blood pressure 
124/73, pulse 58, respiratory rate 20, O2 saturation 99% on room air. Oropharynx - clear. 
Neck - no adenopathy. Lungs - clear. Cardiac - NSR. Abdomen - soft, nontender, no 
masses, no hepatosplenomegaly. Extremities - no edema. 
 
LABORATORY DATA: White count 7,870, hemoglobin 10.7, ANC 3,110, platelets 
333,000. Chemistries are pending. 
 
IMPRESSION AND RECOMMENDATIONS: 
1. Metastatic lung cancer. Today we will proceed with cycle 2 of carboplatin and 

etoposide chemotherapy with Neulasta support. He will return for follow-up with me 
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in two weeks when we will check nadir counts, chemistries and a CT to assess for 
response.  

2. Verrucous lesion on the sole of his foot. This has been evaluated by his dermatologist. 
See my note from October 13th for details. He tells me the lesion is not bothering him 
currently. He does have follow-up with his doctor in the dermatology clinic. 

3. Coronary artery disease. As above, he will resume Plavix and baby aspirin. 
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	PHYSICAL EXAMINATION: Blood pressure is 122/78, heart rate 98, respiratory rate 14, temperature 97.2, and weight 176, up a pound. She is well-dressed, well-groomed and in no acute distress. She is awake and alert. There is no evidence of facial trauma...
	DATA: O2 saturation 98%.
	DISCUSSION: She is responding well to current therapies. She will intensify efforts at gradual weight reduction. She knows not to drive if drowsy. She will use her CPAP nightly. For now low-dose Clonazepam seems to provide effective relief of the rest...
	CT OF THE CHEST WITHOUT CONTRAST
	HISTORY: Shortness of breath.
	FINDINGS: CT examination of the chest was performed without intravenous contrast enhancement. Median sternotomy has been performed with dense calcifications of the coronary arteries and calcific plaque formation in the aortic arch. There is mild cardi...
	IMPRESSION:
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	CONSULTATION
	I had the pleasure of seeing your patient in followup for his lower urinary tract symptoms as well as his erectile dysfunction. He is an 83-year-old gentleman, who I have been following initially for lower urinary tract symptoms. He underwent some ope...
	OPERATIVE REPORT: PROSTATE CANCER
	This patient is a 71-year-old male who has a diagnosis of prostate cancer
	TYPE OF PROCEDURE: Transrectal ultrasound-guided placement of fiducial markers
	INDICATIONS: This patient is a 71-year-old male who has a history of prostate cancer. He has elected to undergo external beam radiation therapy. Fiducial marker placement was requested in order to assist with conformal radiation therapy administration.
	PROCEDURE: Patient was brought into the cystoscopy suite. Transrectal ultrasound was performed. Visualization of the prostate was noted without difficulty. Prostatic nerve blocks were performed utilizing 1% lidocaine bilaterally. The needle for fiduci...
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	OBSTETRICS AND GYNECOLOGY SOAP NOTE
	ASSESSMENT AND PLAN:
	OBSTETRICS AND GYNECOLOGY OFFICE NOTE
	PLAN: She will follow up in six months for a repeat Pap smear.
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	OUTPATIENT CLINIC NOTE FOR ATAXIA
	CHIEF COMPLAINT: Follow up for ataxia.
	SUBJECTIVE: This is a 51-year-old female who comes to outpatient neurology clinic for followup for ataxia. The patient was last seen by me in September 20XX. At that time, the patient was referred to Dr. Whitaker for second opinion. The patient saw he...
	MEDICATIONS: Amitriptyline
	REVIEW OF SYSTEMS: The patient complains of some numbness occasionally in her hands. The patient denies any chest pain, fever, chills, or weight loss. All other review of systems negative.
	PHYSICAL EXAMINATION: Vital Signs: Blood pressure 147/88, heart rate 168, and respiratory rate 18.
	IMPRESSION: Ataxia
	DISCUSSION: This is a 51-year-old female who comes to outpatient neurology clinic for followup for ataxia. The patient was last seen by me in September 20XX, at that time the patient was referred to Dr. Whitaker for second opinion. The patient saw her...
	PLAN:
	INITIAL PSYCHIATRIC ASSESSMENT
	ALLERGY: No known drug allergy.
	DIAGNOSIS:
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	MACULAR HOLE, RIGHT EYE
	DATE OF OPERATION: 02/02/XX
	DATE OF DICTATION: 02/02/XX
	PREOPERATIVE DIAGNOSIS: Macular hole, right eye.
	POSTOPERATIVE DIAGNOSES:
	PROCEDURES:
	ANESTHESIA: MAC
	COMPLICATIONS: None
	SPECIMENS: None
	EAR INFECTIONS
	CHIEF COMPLAINT: Ear infections.
	SUBJECTIVE: The patient is a 5-year-old male who presents to the clinic today for evaluation with his mother. Mother complains of persistent ear infections since September 20XX. The patient has had four episodes of ear infections requiring multiple an...
	REVIEW OF SYSTEMS: Mother complains of itchy nose, itchy eyes, and sneezing especially during spring and fall seasons. Mother also complains of snoring. The patient has not used nasal steroids.
	OBJECTIVE:
	The rest of the patient's examination is unremarkable.
	IMPRESSION:
	RECOMMENDATIONS: I have discussed my findings with patient's mother and recommended that patient undergo bilateral tympanostomy tube insertion using Baxter T tube. Risk and benefits of the procedures were explained to the patient's mother, questions w...
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	GUNSHOT WOUND
	IMPRESSION:
	ORTHOPEDICS CLINIC NOTE
	ASSESSMENT:
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	HYPOKALEMIA AND HYPERTENSION
	November 25, 20XX
	CHIEF COMPLAINT: Hypokalemia and hypertension
	SOCIAL HISTORY: She does not smoke or drink or use any drugs.
	ALLERGIES: She has no known allergies.
	THYROID GOITER
	November 25, 20XX
	CHIEF COMPLAINT: Thyroid goiter.
	HISTORY OF PRESENT ILLNESS: This is a 50-year-old female who has a goiter found about two weeks ago. She has difficulty swallowing, some difficulty breathing when she is lying down, but she is also overweight. I do not know if she has a sleep apnea at...
	PAST MEDICAL HISTORY: This patient is diabetic and has hyperlipidemia and hypertension.
	PAST SURGICAL HISTORY: Hysterectomy.
	MEDICATIONS: Hyzaar, Glucophage, Crestor, aspirin, and Sular.
	ALLERGIES: She is allergic to latex.
	FAMILY HISTORY: Positive for diabetes and hypertension.
	SOCIAL HISTORY: She denies smoking, drinking, or using any drugs.
	REVIEW OF SYSTEMS: Review of systems is done and this has the above complaints. She denies any other problems. There is some shortness of breath when she exercises.
	PHYSICAL EXAMINATION: She is an alert and oriented patient and has blood pressure of 171/100 measured on her forearm. She has not taken her medications today, and I am asking her to take them right now. She had a temperature of 97.2, O2 saturation on ...
	DIAGNOSTIC IMAGING: On ultrasound, she has a large goiter on the left side that is above the clavicles. They show benign features, she has two small thyroid nodules on the right side that actually are hypoechoic and have marked calcifications somewhat...
	IMPRESSION AND PLAN: This is a 50-year-old female with a multinodular goiter that has obstructive symptoms, therefore indication of thyroidectomy. I am offering her total thyroidectomy since I am very suspicious of this multiple thyroid nodules on the...
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	LEIOMYOSARCOMA
	IMPRESSION:
	PLAN: She will get a second dose of Yondelis and return to us in three weeks. She will get interim counts.
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	METASTATIC LUNG CANCER
	DATE OF VISIT: 11/03/20XX
	HISTORY OF PRESENT ILLNESS: The patient returns to the Oncology Clinic where he is followed for his metastatic lung cancer, a mixture of small cell and squamous cell carcinoma. He comes in today for cycle 2 of carboplatin and etoposide chemotherapy wi...
	PHYSICAL EXAMINATION: Temperature 95.8, weight 199 pounds, blood pressure 124/73, pulse 58, respiratory rate 20, O2 saturation 99% on room air. Oropharynx - clear. Neck - no adenopathy. Lungs - clear. Cardiac - NSR. Abdomen - soft, nontender, no masse...
	LABORATORY DATA: White count 7,870, hemoglobin 10.7, ANC 3,110, platelets 333,000. Chemistries are pending.
	IMPRESSION AND RECOMMENDATIONS:

