ORNELAS, DAVID
DOB: 06/19/2004
DOV: 01/13/2025
HISTORY OF PRESENT ILLNESS: The patient presents with concerns of a panic attack. No shortness of breath. No difficulty breathing. Noted an unknown reason for the attack. He has just been staying home with his mother and out of work for over a year, does not have insurance, has never been to therapy. He recently changed over from Wellbutrin to Prozac in the last three weeks and this is his first panic attack since the switch has occurred. The switch occurred for some unknown reason. He just changed doctors and that is the new medication for his anxiety that was given to him. Mother is in room, states that she knows he needs therapy, but just could not afford and has not been. No suicidal or homicidal ideation at this time.
PAST MEDICAL HISTORY: Asthma, depression and anxiety.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: Just seasonal allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Breath sounds clear.
ASSESSMENT: Depression and anxiety.
PLAN: Advised the patient that he needs to follow up with therapy to ensure best outcomes from Behavioral Health. The patient is with known history of depression and anxiety with outbursts. I have provided in the clinic 0.1 mg clonidine. After 15 minutes, the patient stated that he did feel a little bit more relaxed and his mother is driving and he has been discharged in stable condition. The patient is advised to follow up with his primary care as well as counseling.
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