SALAZ, HELEN

DOB: 12/22/1958

DOV: 08/12/2023

HISTORY: This is a 66-year-old female here for labs draw and medication refills. She states that since her last visit she has had no need to seek medical, psychological, surgical, or emergency care and today, states she has no complaints.

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: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, and in no acute distress.
RESPIRATORY: Good inspiratory and expiratory effort.

CARDIAC: No peripheral edema or cyanosis.
SKIN: No abrasions, lacerations, macules, or papules.

EXTREMITIES: Full range of motion with no discomfort. She bears weight well with no antalgic gait.
ASSESSMENT:
1. Chronic pain.

2. Hypercholesterolemia.

3. Medication refill.

LABS: The patient’s labs were drawn. Today, lab includes CBC, CMP, lipid profile, A1c, TSH, T3, T4, and vitamin D.
PLAN: The patient’s medication was refilled as follows: Hydrocort/diclo/flue/lido she will apply three to four times daily for pain, diclofenac solutions 3% gel applied to affected area b.i.d. for 90 days, dicyclomine 10 mg one p.o. t.i.d. for 30 days #90, fenofibrate 145 mg one p.o. daily for 90 days #90.
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She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

