SARMIENTO, ELIZABETH
DOB: 09/22/1963
DOV: 12/18/2023
HISTORY: This is a 60-year-old female who is here to establish care for opioid use disorder.

The patient stated that several years ago, she was diagnosed with H&P and a lumbosacral spine wrist fracture which she had a repair which these interventions were followed by the prescription of hydrocodone which she takes for a while after the doctor stopped prescribing these medications. She states that she will get them from the streets. The patient states that she has a long history of anxiety and insomnia and has been taking clonazepam since 2022 and is currently on that medication.
PAST MEDICAL HISTORY: CVA five years ago (the patient states she is on blood thinners namely clopidogrel). Hypertension, myocardial infarction five months ago, she is status post stent.
PAST SURGICAL HISTORY: ORIF right wrist.

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

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

SOCIAL HISTORY: Tobacco use. She states she stopped seven years ago and she endorses occasional alcohol use.
FAMILY HISTORY: Myocardial infarction in father, hypercholesterolemia in father, lung cancer in father. Mother – history of pancreatic cancer.
REVIEW OF SYSTEMS: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 113/72.

Pulse 56.

Respirations 18.

Temperature 97.8.
HEENT: Normal.

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 respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Flat. No guarding. No visible peristalsis. 
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. She bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Opioid use disorder.

2. Anxiety/insomnia.

3. Suboxone therapy.

PLAN: Today in the clinic, we did a PMP AWARxE review which revealed that this patient has been taking clonazepam since 06/06/22. She has been receiving occasional Tylenol No.3.

Urine drug screen reveals presence of marijuana, oxycodone, and benzodiazepine.

The patient and I had a lengthy discussion about the program and need for her to get off of these medications to attain success in the program she states she will. She was advised that within the next 30 days, she has to wean herself off these medications as a positive test and the next visit could be consideration for discontinuing the program. The patient was prescribed the following: Suboxone 8/2 mg SL film she will take one film SL b.i.d. for 30 days #60. 

She was given the opportunity to ask question and she states she has none.
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