DELAROSA, RITA

DOB: 10/24/1960

DOV: 10/15/2025

HISTORY: This is a 65-year-old female here for followup. The patient indicated that she recently suffered a fall from a ladder, was seen in the emergency room where she had MRI and is currently being followed by a neurologist who is doing injections. She states she is here for two reasons; to refill her Ambien and also for some medication for back pain and numbness that goes down into her legs.

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 denies bladder or bowel dysfunction. She denies loss of sensation in the perineal areas.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, and morbidly obese young lady.

VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure is 143/84.

Pulse is 75.

Respirations are 18.

Temperature is 98.1.

LUMBOSACRAL SPINE: Diffusely tender to palpation. No step off. No crepitus. She has reduced range of motion.

LOWER EXTREMITIES: She has full range of motion. Strength decreased to approximately 3/5 and muscle atrophy in both lower extremities.
HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Lumbosacral spine herniated nucleus pulposus at multiple levels.
2. Back pain.
3. Insomnia.
4. Radiculopathy.
5. Medication refill.
6. Morbid obesity.
The patient’s MRI was reviewed, findings were as follows: At L1-L2, there is minor annular bulge noted with additional superimposed broad-based posterocentral paracentral disc protrusion.

At L2-L3, there is a 3 mm asymmetric bilateral neuroforaminal disc bulge more prominent to the right with mild right neuroforaminal compromise.
At L3-L4 level, there is a 4 mm moderately asymmetric bilateral neuroforaminal disc bulge noted.
At L4-L5 level, there is minimally anterior listhesis noted measuring 2 mm.
At L5-S1 level, there is a 3 mm diffuse disc bulge noted. In addition, there is superimposed broad-based right subarticular to the right neuroforaminal disc protrusion.
The patient indicated that the neurologist she is seeing right know states he does not give pain medication, all he does is injections and the main reason for being here is to receive something for neuropathy.
1. She was prescribed gabapentin 200 mg, she will take one p.o. daily, #30.

2. Ambien 10 mg one p.o. q.h.s. for 90 days, #90.
She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.
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