RAMIREZ, ISABEL

DOB: 02/01/1999

DOV: 05/08/2023

HISTORY: This is a 24-year-old female here with pain to the left side of her forehead. The patient stated that it started two days ago. She and her husband were watching a boxing match when she started to feel “funny.” She states she stood up and syncopated, hitting her head, but did not go to seek medical help on that day. She is here today because she wants to have a complete evaluation to see why she passed out. The patient states she was drinking, but did not have much to drink. She states she just had a few sips of whatever she was drinking.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: None.

SOCIAL HISTORY: Denies drug use. Denies tobacco use and endorses alcohol use

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: All systems reviewed except for those mentioned above.

PHYSICAL EXAMINATION:

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

VITAL SIGNS: 

O2 saturation 99%at room air.
Blood pressure 117/79

Pulse 96

Respirations 18

Temperature 98.3.

FACE: A large abrasion on her left forehead cheek area. No discharge. No bleeding. Lesion is erythematous base. No tenderness of the maxilla. No tenderness of orbits.

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.
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CARDIAC: Regular rate and rhythm with no murmur. EKG today reveals normal sinus rhythm. No acute injury.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. She has 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.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Syncope.

2. Abrasion face/forehead.

3. History of anemia.

4. Obesity.

PLAN: Today in the clinic, we did EKG. Labs include CBC, CMP, A1c and TSH. A urinalysis revealed negative glucose, negative ketones, negative nitrate, and there is trace leukocytes, however this patient has no signs or symptoms of UTI. She states she is feeling okay. No problems. She has no suprapubic pain.

Urinalysis was done. Urinalysis was normal. Also pregnancy test was done. Urine HCG is negative. The patient was sent home with the following prescription bacitracin 500 units/g. She was advised to apply twice a day for abrasion to prevent infection.

She was advised we will call her soon as her lab work is available especially if there is abnormality. She states she understands.

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

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

