FLORES, KAREN

DOB: 08/09/1978

DOV: 03/10/2025

HISTORY: This is a 46-year-old female here with headache. The patient stated she has a history of migraine and headache is similar. She states this is gradual onset, not the worst of her life, located diffusely and is pulsating. Denies trauma. Denies double vision or blurred vision. Denies neck pain. Denies nausea, vomiting, or diarrhea. Denies increased temperature. The patient stated this has been going on since Saturday, she stated she missed work on Saturday and missed work today and would like to have an excuse for this period.

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 reports that she is having some difficulty falling asleep and staying asleep. She stated this has been going on long before her headache. She stated that she is going through a separation/divorce and this has contributed to her inability to have good night’s sleep.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 112/68.

Pulse is 100. Repeat pulse is 94.
Respirations are 18.

Temperature is 98.5.

HEENT: Normal.

NECK: Full range of motion. No rigidity and 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. No organomegaly. No distention. No guarding. No visible peristalsis.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of the upper and lower extremities with no discomfort with range of motion. She bears weight well with no antalgic gait.

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. Chronic migraine.
2. Insomnia.
3. Dizziness.
PLAN: The patient was advised to come back to the clinic fasting so we can assess her labs namely her glucose, cholesterol, liver, and kidney status by her labs and to have ultrasounds done to assess her organ systems, circulatory systems. She states she understands and will return. She stated that the last time she was seen was approximately three years ago and that was when the last time she had anything in the form of testing done.

The patient was sent home with the following medications:
1. Hydroxyzine 50 mg one p.o. at bedtime daily for 30 days, #30.

2. Maxalt 5 mg one p.o. at onset, repeat one every two hours until headache is gone, but do not take more than three pills in 24 hours.
She was advised to increase fluids, to come back to the clinic if worse or go to the nearest emergency room if we are closed. 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

