RUDOLPH, CHERYL
DOB: 07/19/1963
DOV: 03/13/2023
HISTORY: This is a 59-year-old female here for a routine followup.

The patient has a history of alcohol abuse, insomnia, anxiety, hypothyroidism, and depression, is here for followup for these conditions and medication refills. She stated that she was recently on a cruise and after the cruise she is now having throat pain, cough and runny nose.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient denies chills, myalgia, nausea, vomiting or diarrhea. She endorses painful swallowing. Denies chest pain. Denies abdominal pain. She states she is eating and drinking well.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation 94%.

Blood pressure 130/80.
Pulse 67.

Respirations 18.

Temperature 98.0.

HEENT: Normal. Throat: Erythematous and edematous tonsils, pharynx, and uvula. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft and nontender. Nondistended. No rebound. No guarding.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through V are normal. Mood and affect are normal. The patient has tremors on her left side, this is chronic and this is not new; she has a history of alcohol abuse/dependence.

ASSESSMENT/PLAN:
1. Alcohol abuse/dependence.

2. Insomnia.

3. Anxiety.

4. Hypothyroidism.

5. Depression.

The following tests were done today: strep and flu, these tests were negative; however, because of the patient’s risk factors, I will go ahead and treat this young lady with antibiotics namely amoxicillin 875 mg, she will take one p.o. b.i.d. and advised to gargle with warm saltwater.

Labs were drawn today. The labs include CBC, CMP, lipid profile, A1c, T3, T4, and vitamin D.

Refill of her medications was done as follows:
1. Propranolol 40 mg one p.o. daily for 90 days, #90.

2. NP Thyroid 90 mg one p.o. daily for 90 days, #90.

3. Abilify 20 mg one p.o. daily for 90 days, #90.

4. Spironolactone 100 mg one p.o. daily for 90 days, #90.

5. Fluoxetine 40 mg one p.o. daily for 90 days, #90.
6. Amoxicillin 875 mg one p.o. b.i.d. for 10 days, #20.

7. Naltrexone 50 mg one p.o. daily for 90 days, #90.

8. Trazodone 150 mg one p.o. daily for 90 days, #90.

9. Furosemide 40 mg one p.o. daily in the morning for 90 days, #90.

10. Sertraline 100 mg one p.o. daily for 90 days, #90.
She was given the opportunities to ask questions, she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

