WRIGHT, GARI
DOB: 02/23/1967
DOV: 02/24/2025
HISTORY: This is a 57-year-old female here for followup.
Ms. Gari Wright has a history of anxiety, hypothyroidism, obesity, muscle spasm/chronic pain, and depression. She is here for followup for these conditions and medication refills. She states since her last visit she has had no need to seek medical, psychological, surgical or emergency care. The patient also stated that she would like to have 90 days’ worth of each of her medication because her insurance company does not want to pay for 30 days at a time. She states she is having difficult time whenever she goes to pick it up and sometimes they threaten not to pay for it.
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.
The patient reports runny nose and pain and pressure behind her eyes and in her maxillary sinus region.
PHYSICAL EXAMINATION:

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

O2 saturation 100% at room air.
Blood pressure 135/85.

Pulse 89.

Respirations 18.

Temperature 98.2.
HEENT: Normal. Nose: Green discharge. Erythematous and edematous turbinates. Nares are congested.
FACE: Tender maxillary sinuses.

NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

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

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT:

1. Insomnia.

2. Depression.

3. Muscle spasm/chronic pain.

4. Hypothyroidism.

5. Anxiety.

PLAN: The patient’s labs were drawn on 11/26/2024. These labs were reviewed. No significant abnormalities.

The patient’s medications were refilled as follows:
1. Klonopin 1 mg one p.o. b.i.d. for 90 days #180.

2. Seroquel 100 mg one p.o. q.h.s. for 90 days #90.

3. Robaxin 750 mg one p.o. b.i.d. for 90 days #180.

4. Amoxicillin 875 mg one p.o. b.i.d. x 10 days.

The patient was advised to increase fluids. She indicated that she had bought Sudafed for runny nose, which is not working and states this has been going on for approximately 10 days or more. Strongly encouraged not to take any more Sudafed and to buy over-the-counter Allegra or cetirizine. She states she understands and will comply. Also, encouraged to increase fluids. Her medication was already refilled and she was advised to come back per routine schedule in three months and be prepared to have labs drawn when she returns.
Rafael De La Flor-Weiss, M.D.
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