A. SUBJECTIVE:
I. Chief complaint: Hot flashes
II. History of the Present Illness: female patient 55 years old presented with complain hot flashes and night sweat, difficulty sleeping and unable to function at work for about 6 months now. Patient reported that her symptoms are increasing in intensity and frequency. Patient stated that she has trouble staying focused and remembering things.

III. Past History: none


IV. Family History: her father has HTN.
.
V. Social History: not a smoker. Drinks one glass of wine every day, no drugs.
Patient is sexually active. Decreased lipido for the last 1 year.

VI. Allergies: NDA, NFA.

VII. Medication History/Review: multivitamin daily
Calcium daily.

VIII. Review of Systems:

Constitutional: has no fever, chills, loss of appetite or change in weight, or decrease in activity level.

HENT: has no head injuries, ear pain, or recent ear infection denies ringing in the ears, hearing loss, and no difficulty swallowing, and sore throat. 


Eyes: Denies eye pain, denies blurry vision, or recent infections and surgeries.

Cardiovascular: has no chest pain or tightness and palpitations.

Respiratory: patient denies chest pain, cough, dyspnea, and shortness of breath. 

Gastrointestinal: denies nausea, and abdominal pain and change in bowel habits

6. Genitourinary/ gynecology: patient has no dysuria, and no abnormal discharges, no hematuria. Admits vaginal dryness with sexual activity, Her last menstrual period 2 months ago
7. Musculoskeletal: admits some vague joint and muscle pains, denies swelling.

8. Neurological: admits some numbness in her hands or feet get too cold. Denies fainting, dizziness, difficulty walking or difficulty speaking and irritability.

9. Skin: patient denies any skin infections, lesions, wart, scars. 

B. OBJECTIVE:

Vital Signs: Temp 98.3 F, HR 71 bpm, BP132/83mm Hg, O2 sat 97%, BMI 23.8

Physical Examination

Constitutional/General: not in acute distress, well develop, well nourished.

HEENT: normal cephalic, no lesions or masses, hair thinning in some areas, eye: clear conjunctiva, PERRLA intact; EOMI, no A-V nicking. Ear: External ear structure symmetrical, tympanic membrane intact pearly gray, cone of light seen in the right ear at 5 o’clock, and in the left ear at 7 o’clock. external ear canal patent

Neck: Neck is supple, with full ROM, trachea midline, no lesions, thyroid non palpable, no palpable lymph nodes, no JVD seen, carotid +2, no bruit. No abnormal spine curvature noted. 

Cardiovascular: Symmetrical chest expansion, No heaves, S1, S2 regular rate and rhythm, no murmurs, PMI 5th intercostal space left mid clavicular level. No palpable thills noted in all 4 valves. No JVD noted. 
Respiratory: Chest is symmetrical bilaterally, skin is intact, no lesions, Tactile fremitus and resonance noted on all lung fields, No CVA tenderness, posterior chest expansion symmetrical, lung sounds clear to auscultation. 

Abdomen: soft, Abdomen symmetrical skin intact, warm to touch, flat, symmetric, no surgical scars, normal bowel sounds in all 4 quadrants, tympany to percussion in all 4 quadrants, nontender abdomen on deep and light palpation no masses or growths noted. No hepatomegaly, no splenomegaly, liver span approximately 6-9cm, palpable renal and inguinal arteries, no abdominal hernia felt, 

Musculoskeletal: Full range of motion noted in fingers, wrists, elbows, shoulders, hip, knees, ankles. muscle tone and strength +5, All pulses palpable (radial, ulnar, brachial, pedal pulses( posterior tibialis, popliteal, dorsalis pedes). Biceps, Triceps, Brachio-radialis, Knee, & Ankle. DRT’s +2, no joint pain or swelling.

Neurological: Alert and oriented, Sensation intact in upper and lower extremities, stereognosis and graphesthesia intact, all cranial nerve 1-12 are intact.+ Romberg teat, + Dishallpike”s maneuver to the left , alert and oriented , cooperative with exam.

Gynecological: vaginal mucosa slightly dry, uterus firm and anteverted, nontender, no palpable masses.

Breast: no skin changes or masses no discharges, or lymphadenopathy.

Skin: Warm, dry and intact, no abnormal lesions noticed.

C. ASSESSMENT: Diagnosis of the case (use ICD 10 coding guidelines)		
symptomatic menopausal transition.

N951 - Menopausal and female climacteric states

D. PLAN
1. Diagnostic Plan: 
MEDICATION: non 

3. Referral: NONE

Follow up in 1 week or worsening symptom 

Patient Education/Health Promotion
Regular exercise 
Avoids hot flashes triggers.
Sexual health and vaginal dryness teaching.

