MITCHELL, TEISTA
DOB: 12/13/1987
DOV: 04/17/2025
HISTORY: This is a 37-year-old female here to establish primary care. The patient stated that she recently relocated from Florida and needs to be followed because of some chronic issues. She indicated that she has some abdominal pain at the moment, which comes and goes. She states it is worse during her period. She states she has a history of ovarian cysts and sometimes that bothers her.
PAST MEDICAL HISTORY: Bipolar, depression, TTP (she has been followed in Florida by Heme/Onc). The patient is requesting a referral to a Cancer Center to address her TTP. Ovarian cysts, painful menses and abnormal menses.
PAST SURGICAL HISTORY: C-section x1.
MEDICATIONS: Lamotrigine, Rituximab and Wellbutrin.
SOCIAL HISTORY: The patient endorses tobacco use and alcohol use. She denies drug use.
FAMILY HISTORY: Cancer, hypertension, asthma and bleeding disorder.
REVIEW OF SYSTEMS: The patient reports abdominal pain. Reports loss of interest in the fun stuff that she used to be involving. She states she has been treated for depression with Wellbutrin and she also reports that she desires to stop smoking and stated that in the past in Florida she was receiving Wellbutrin for depression and to assist her in smoking cessation.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented. The patient has dry depressed mood. She cries during process of getting history. However, she denies SI or HI.
VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure is 122/78.

Pulse is 90.

Respirations are 18.

Temperature is 98.2.

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 respiratory distress or paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Tenderness to palpation in the suprapubic region. No rebound. No guarding. Normal bowel sounds.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

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. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect; the patient’s mood is depressed. She appears somewhat anxious also. She cries while giving history.

ASSESSMENT:
1. Tobacco use disorder/vaping.
2. Bipolar II.
3. Depression.
4. Uterine fibroids.

PLAN: Following labs were done in the clinic today: CBC, CMP, lipid profile, A1c, TSH, T3 and T4.
HEALTH MAINTENANCE: The patient was referred to Rose Clinic for routine mammogram. She stated that she has never had one in the past.

The patient was referred to MD Anderson to address her TTP issue for which she is currently taking PO antineoplastic medication named Rituximab.
The patient is referred to Bricken & Associates Psychological Clinic for depression and bipolar.

The patient reports recurrent tonsil stones and requests a referral to otolaryngology. She was sent to the UT Physicians Otorhinolaryngology – The Woodlands.

The patient’s medications were refilled as follows:
1. Lamotrigine 200 mg one p.o. daily 90 days #90.

2. Wellbutrin 150 mg one p.o. daily for 90 days #90. These were the medications she took while she was in Florida. I will continue this regimen until she is evaluated by a psychologist who will give us guidance as to what her future medication regimen should be.
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The patient was given a consult to OB/GYN obstetrician in Shenandoah, Texas; this is to facilitate management of her fibroids and to have routine female examination, which she stated she has not had in several years.
The patient had an ultrasound done in the clinic today. Ultrasound revealed uterine fibroids. This result was discussed with the patient and she asked the question if that could be responsible for her dyspareunia and she was educated on the subject. She was advised that OB/GYN will address this issue with her and they will give us guidance as to management. She was given the opportunity to ask questions and she states she has none. An EKG was also done today in the clinic. Her EKG reveals normal sinus rhythm. No evidence of old or new injury. ST segment is not elevated. There are no Q-waves present.

The patient was strongly encouraged to return to the clinic if she has any acute symptoms; otherwise, she can follow up in approximately three months.
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