


IMPAC Hematology & Oncology Clinic
100 W. Evelyn Avenue

Mountain View, CA 94041
ph: (800) 488-4672
fax: (650) 623-8912

FOLLOW-UP
Patient’s Name : PAMELA BOWMAN DOB: 11/22/1931
Date of Visit: 5/04/2007 Referring MD: Alex Delaware, M.D.

Today’s Date: May 04, 2007

Subjective
 REASON FOR VISIT: Thank you for referring Mrs. Bowman to our department. It is a pleasure meeting her. She is 
here today for a follow exam. She was recently admitted in the Washington Hospital for abdominal pain that was 
present for six weeks. Her recent CT scan identified a large abdominal mass in the upper right lung. .
Reason for Visit 
 Diagnosis: Stage IIIB Paget's disease and infiltrating duct carcinoma of breast (T-174.__) Left Upper-inner quadrant of 
breast.
Chief complaint 
The Chief Complaint is: Headache x2 days.
History of present illness 

PAMELA BOWMAN is a 75 year old female.
She reported appetite not decreased, no nausea, no vomiting, and no diarrhea.

Current medication 
 Anze met[Dolasetron Mesylate].
Allergies

A mild allergy to drugs Ativan[Lorazepam].
Physical findings 
Vital signs:
Vital Signs Value Normal Range 
Oral temperature  100 F 97.6 - 99.6
RR  21 per min 18 - 26
PR  88 bpm 50 - 100
Blood pressure  170/60 mmHg 100-120/56-80
Standard Measurements:
Vital Signs Value Normal Range 
Weight  118 lbs 95 - 175
Height  60 in 59.449 - 67.717
General appearance:

Well nourished and well hydrated.
Head:

The head showed no abnormality of appearance.
Eyes:

General/bilateral:
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Extraocular Movements: ENT evaluation of ocular movements was normal.
Pupils: PERRLA .

Pharynx:
Pharynx: normal.

Neck:
The trachea was not deviated. The thyroid showed no abnormalities.

Lymph Nodes:
The cervical lymph nodes were not enlarged, no supraclavicular adenopathy, no axillary adenopathy, and no

inguinal adenopathy.
Lungs:

The chest was normal to percussion and the lungs were clear to auscultation.
Cardiovascular system:

Thrill: No thrill.
Heart Sounds: No gallop was heard and no pericardial friction rub was heard.
Murmurs: No murmurs were heard.
Edema: Edema not present.

Abdomen:
Auscultation: The bowel sounds were normal.
Palpation: The abdomen was soft  and no abdominal tenderness.
Hepatic Findings: The liver was not enlarged.
Splenic Findings: The spleen was not enlarged.

Skin:
The skin was normal except as noted, the skin showed no ecchymosis , and showed no cyanosis . No skin lesions:

and the skin showed no petechial hemorrhages.
Nails:

No clubbing of the fingernails .
Neurological:

Mental Status Findings: The mental status was normal.
Cranial Nerves: The cranial nerves were normal.

Tests
Hematology: Value Normal Range 
WBC count  5.4 k cells/uL 4.5 - 11
Neutrophils  67% 25 - 62
Juvenile and band neutrophils  1% of leuko 1 - 4
Absolute neutrophil count  3672 cells/uL 1500 - 7000
Hematocrit level  37% 37 - 47
Hemoglobin level  12.3 g/dl 12 - 16
Blood Chemistry: Value Normal Range 
Sodium level  132 mEq/l 136 - 142
Potassium level  3.6 mEq/l 3.5 - 5.5
Total calcium level  8.9 mg/dl 8.5 - 10.5
Chloride level  99 mEq/l 98 - 106
Random blood glucose level  98 mg/dl 75 - 110
BUN level  8.9 mg/dl 10 - 20
Serum creatinine level  0.9 mg/dl 0.6 - 1.3
Plan

The doctor ordered the following therapy 
 1. Supportive care
 2. Pain management
 3. Return to the clinic if condition worsens or new symptoms arise
 4. Continue current therapy

Other
 OTHER: Thank you again for asking us to participate in the care management of this patient..
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