WILKERSON, TAMARA
DOB: 03/27/1965
DOV: 12/29/2025
HISTORY: This is a 60-year-old female here for a routine followup.

The patient has a history of opioid use disorder. She is currently on Suboxone and she is here for followup for this condition and medication refill.

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 nausea and vomiting starting about three days ago. She states she has been using over-the-counter medication with no improvement. She states she is now having watery foul smelling diarrhea. She states her vomiting is almost gone, but she is still nauseated. She denies travel history. She states no other family member is ill. She indicated that she thinks she may have had some bad food during the festive season.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 169/94.

Pulse 89.

Respirations 18.

Temperature 98.6.
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.

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

ABDOMEN: Distended. Visible peristalsis. She has very active bowel sounds. No tenderness to palpation. Abdomen is soft. No rebound. No guarding.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

WILKERSON, TAMARA

Page 2

MUCOUS MEMBRANES: Mucous membranes appear dry.

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. Opioid use disorder.

2. Medication refill.

3. Nausea and vomiting.

4. Diarrhea.

PLAN: Because of the patient’s dehydration, we attempted to give the patient normal saline 1 L; however, she was a difficult stick, she was advised to go into the emergency room to have IV fluids to assist with her dehydration. She indicated that she does not want to do that, she will buy some Pedialyte and see if it helps. She states that if it does not help, she will then go into the emergency room.

The patient was given the following medications:

1. Bentyl 20 mg IM.

2. Vancomycin 1 g IM.

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

Her medications were refilled as follows:

1. Lisinopril 20 mg one p.o. daily for 10 days #10. She will call her primary care for refill of more medication. She states she just ran out and she needs a few until she can get into her primary care.

2. Cipro 500 mg one p.o. daily for seven days.

3. Zofran 4 mg one sublingual t.i.d. p.r.n. for nausea or vomiting.

She was advised to increase fluids. She was offered stool culture, but she declined having a stool culture done. We strongly encouraged to increase fluids, to come back to the clinic if worse or go to the nearest emergency room if we are closed.

PMP AWARxE was reviewed. Data from PMP AWARxE does not support drug-seeking behavior or medication diversion.

Urine drug screen was done. Drug screen was positive for Suboxone which she takes as part of this program. All other unauthorized substances were negative.

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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