WHITE, KEIONNA
DOB: 05/12/1996
DOV: 02/18/2026
HISTORY: This is a 29-year-old female here with chief complaint of weight loss. The patient says she has been monitoring her weight for the past six or eight months and noticed that she is unable to gain any weight. She said her appetite is also down and attributed this to ongoing alcohol use on a daily basis. She says she will drink about a bottle of any liquor daily for several years and patient indicated that this was a way of coping with a sexual assault she experienced at age 17. She said she has decided to backoff of the alcohol and the events are coming back to her vividly and decide the impact on her sleeping at night and eating. She said at certain times at night, she has to get up she cannot sleep and she has to walk around, she has to go outside and get some fresh air walk around for few minutes then she is able to go back to bed and again a few minutes sometimes a few hours of sleep.
PAST MEDICAL HISTORY: Hypertension.
PAST SURGICAL HISTORY: None. She endorses C-sections in 2015 and 2022.
MEDICATIONS: None.
ALLERGIES: None.
SOCIAL HISTORY: She endorses tobacco use or alcohol use. Denies drug use.
FAMILY HISTORY: None.
REVIEW OF SYSTEMS: She denies chest pain. She denies nausea, vomiting or diarrhea. She denies headache. Denies stiff neck. Denies abdominal pain. Said last period was about a month or two ago, but stated that I am not pregnant that I already have “two kids”.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress, but the patient has a very depressed mood. She burst into tears as she gives history.
VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 113/79.

Pulse is 90.

Respirations are 18.

Temperature is 98.0.

HEENT: Normal.

NECK: Full range of motion. No rigidity and 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. EKG was done today. EKG reveals sinus bradycardia, but no acute processes. No acute injuries demonstrated.
ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. She has normal bowel sounds.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEURO: Alert and oriented x3. The patient is under weight. She weighs today 86 pounds.
ASSESSMENT:
1. PTSD.
2. Anxiety.

3. Depression.

4. Weight loss.

5. Decreased appetite.

PLAN: The patient was given a prescription for the following medication:
1. Atarax 50 mg one p.o. q.h.s.
2. Prednisone 20 mg she will take one p.o. q. a.m. for 30 days. Prednisone is known for increasing appetite and weight gain. I will do a 30 days trial and see what happens and possibly change to something different if she does not appreciate the side effects of the results of this medication. Today, we did labs. Lab as follows; CBC, CMP, lipid profile, A1c, TSH, T3, T4 and vitamin D because of patient’s alcohol use for prolonged period time I did an ultrasound of her liver and other abdominal organs is studies does not review any significant abnormalities. The patient and I had a lengthy discussion about her condition and situation. She was advised that I refer her for therapy. Her consult was completed. The facility was contacted and they advised that they will contact patient for date and time for visits. The patient was aware of this fact and she says she will comply keeping that appointment. She was given the opportunities to ask questions and she states she has none.
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