LISA N. BOOTH, M.D.
FAMILY PRACTICE
P.O.BOX 168
2600 N. DETROIT STREET
LAGRANGE, IN 46761
260-463-4896

Patient ID: 18863-0INC
Patient Name: JENNIFER L KENNEDY
Date of Birth: 09/19/1969 Age: 40y Gender: F

Date of Service: 06/25/2010

GRAVIDA, PARA: G3P3.

LAST MENSTRUAL PERIOD:
DATE LAST PERIOD: Patient is unsure of actual date of last menstrual period, but it was
approximately 1 month ago. 5/28/10

HISTORY:
427.9-CARDIAC DYSRHYTHMIA stable on medication

GYN HISTORY:
MENSTRUAL HISTORY: She denies premenstrual symptoms. Menstrual periods are described as
normal. There is a 28 day interval between cycles. The duration is normal. The flow is considered
normal. She denies abnormal menstrual bleeding. She denies any associated symptoms. Due for
mammogram
CONTRACEPTION USED: Birth control methods include: Bilateral tubal ligation.
PAP HISTORY: 2/2/09

REVIEW OF SYSTEMS:
GENERAL: Normal activity, normal energy level, denies chills or fever, no change in weight.
EYES: No discharge, no dryness, no itching, no vision difficulties.
EARS/NOSE/MOUTH/THROAT: No hearing loss noted, no ear pain, no nasal congestion, no
dysphagia, no hoarseness, no lesions, no throat pain.
CARDIAC: No chest discomfort, no chest pain, no dyspnea on exertion, no edema, no palpitations.
RESPIRATORY: No shortness of breath, cough, hemoptysis, or wheezing.
Gl: No abdominal pain, no bloating, no change in bowel habits, no heartburn, no indigestion, no nausea,
no vomiting.
GU: No urinary frequency, urgency, incontinence, hematuria or dysuria. No sexual dysfunction or
change in libido. Normal menstrual history.
MUSCULOSKELETAL: No joint inflammation, no joint pain, no joint swelling, no muscular pain, no
muscle weakness.
SKIN/BREAST/CHEST: No changes in moles, no itchiness, no rash, no sores, no breast discomfort, no
breast lumps.
NEUROLOGICAL: No loss of balance, appropriate affect, no episodes of dizziness, no fainting, no
headaches, no memory loss.
PSYCHIATRIC: No depressive symptoms, no mood swings, sleeps well, denies sexual, physical,
verbal, psychological, or domestic abuse.
ENDOCRINE: No excessive thirst or hunger, no history of excessive urination, no hot flashes, no
change in libido, no skin changes.
HEMATOLOGIC/LYMPHATIC: Does not bruise easily, there are no swollen, painful or tender lymph
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nodes.
ALLERGIC/IMMUNOLOGIC: No allergic symptoms.

PHYSICAL EXAM:
GENERAL EXAM:
CONSTITUTIONAL:
VITAL SIGNS:
VS-BLOOD PRESSURE: 130/84 Left Arm Sitting
VS-WEIGHT: 221lbs
GENERAL APPEARANCE: Well developed, well nourished. In no acute distress.
EARS/NOSE/THROAT: Teeth are in good repair, gums are normal or negative, palate intact
and without lesions. Oral mucosa is pink.
NECK AND THYROID: Symmetrical with no obvious masses. Trachea midline. No
enlargement, tenderness, or mass of the thyroid noted.
BREAST EXAM:
BREASTS/CHEST: Breasts normal to inspection with no deformity, normal to
palpation with no tenderness or masses.
RESPIRATORY: Normal respiratory effort with symmetrical lung expansion. Lungs clear to
auscultation. No adventitious sounds noted.
CARDIOVASCULAR:
PALPATION & AUSCULTATION: Regular rate and rhythm with no murmurs, gallops,
rubs or abnormal heart sounds.
GASTROINTESTINAL:
LIVER/KIDNEY/SPLEEN: Liver is smooth, firm, and nontender. No hepatomegaly.
No splenomegaly or tenderness.
STOOL/HEMOCCULT: Fecal occult blood test negative.
PELVIC EXAM:
VULVA/LABIA MAJORA: Appearance and hair distribution normal for age.
VAGINA: Mucosa pink and clear, without lesions or discharge. No evidence of cystocele,
rectocele, or enterocele.
CERVIX: The cervix is present and non tender.
UTERUS: Uterus non-tender and of normal size, shape and consistency. Position and mobility
are normal.
ADNEXA/PARAMETRIA: No masses, tenderness or enlargements palpated.
RECTAL EXAM: Rectal exam reveals no masses or hemorrhoids, sphincter tone is normal.

TESTS PERFORMED IN OFFICE:
PAP/CULTURES TAKEN:
PAP TYPE: SurePath.
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ASSESSMENT/PLAN:
427.9-CARDIAC DYSRHYTHMIA
ASSESSMENT: stable
V72.31-ROUTINE GYNECOLOGICAL EXAMINATION
ASSESSMENT: The patient has a normal examination with no abnormalities identified.
LABS/TESTS: Mammogram Lipid,thyroid, glucose CMP

RETURN VISIT: Patient instructed to return in 1 year.

Electronically Signed by: Lisa N. Booth, M.D. on Friday, June 25, 2010 11:23 am
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