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Health History
University Affiliation
Student’s Name
Course

Health History 1
CC:	
The patient is a 55-year old Asian woman living in a high-density poverty housing complex who complains of chronic headaches and acute onset of eyelid droopiness four days ago.
History of recent Illness:
	Mrs. Banks states that on Tuesday morning (21/01/2020), about thirty minutes after waking up from her bed, she started developing slight headaches and a strange sensation in her eyelids. Later in the day, she noticed that she was experiencing blurred vision as she tried to use her phone. She spent the entire day in the house doing little house chores. In the evening, she went to bed, and upon waking up, she realized that she could barely raise her eyelids. She opened the eyes with her fingers and realized that she had double vision, especially when she looked at the left. She was also keen to note that her eyes were aching, and this worsened upon opening her eyes and only reduced when she closed her eyes. She was attended as an out-patient at Cleveland Hospital and later admitted in the same facility as her condition worsened. 
	Mrs. Banks states for the last four weeks, she has been complaining of intermittent frontal headaches, especially when straining to do something. She is provided with Vicodin, and her pain reduces. However, she denies of possible side effects. Her condition is different from migraines that had occurred to her at the age of 14-18 years. She has only been taking ibuprofen or Vicodin, which are partially effective drugs. Her visual symptoms have remained the same and deny of head trauma, fever, and any other recent illnesses. Though, from close observation, her sister notices that her eyes are protruding, which not the case was before.

Past medical history:
1. Migraine Headaches, as indicated in her history of present illness.
2. Depression
Medications:
Ibuprofen 300mg three times per week and Vicodin two times a week.
No Allergies
Social History:
The patient lives in a high-density poverty housing complex. She denies the use of alcoholic drinks.
Family History:
Her father had migraines and succumbed to a heart attack at the age of 78 years. Her mother is still living aged 74 years old. Her sister has no chronic health condition.
General Physical Examination: 
The patient is obese. The patient also has a regular heartbeat rate and no murmur. Her blood pressure is 124/78, and her pulse is 82.
Plan:
1. The patient will be given Naprosyn 400mg or narcotic analgesia if the first medication is not effective (Ferguson, 2018). 
2. The patient requires a dietician to manage her obese condition.

Health History 2
CC: 
The patient is a pre-school aged white female living in rural areas with a history of rhinorrhoea one week ago.
History of present illness:
Angie is a two-year-old female presented to the Emergency Faculty with rhinorrhea. Her symptoms became a week ago and are continuously getting worse. The baby has nasal congestion, anosmia, and an increase in drainage, especially when she is leaning her head down. The child had earlier been reported to contract influenza three months ago. Her mother had complained of fever and shortness of breath. She was given acetaminophen to reduce the fever as she could not be served with aspirin. 
Past Medical History:
Influenza
Medications:
10mg oral dose for Cetirizine once per day. 
25mg of diphenhydramine once per day.
Allergy:
The patient is allergic to pollen powder.


Family History:
Angie’s mother is a 34-year-old female who has a history of myalgia and rhinorrhea. Her mother is a smoker though she admits to having stopped smoking three days ago. 
Social History: 
Angie’s family lives in rural areas practicing farming. The family practices farming. Angie might have acquired allergic rhinitis from the pollen powder from the farm. Her mother denies of having a pet that is close to her child. 
General Physical Examination:
The patient is well appearing. Her temperature is 37. 7, blood pressure is 128/79, and her pulse is 74. The cardiac examination shows a regular rate. The patient has no swelling in the area of the glands. 
Plan:
1. The patient’s nose shall be washed with nasal rinses to reduce nasal congestion (Ferguson, 2018). 
2. The patient shall be provided with anti-allergic drugs to prevent a similar attack in the future.
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