SALZAR, HELEN
DOB: 12/22/1958
DOV: 01/10/2022
HISTORY: This is a 63-year-old lady here for a followup from the emergency room. The patient stated that she was seen in the ER because of dizziness and spinning sensation. She stated she was diagnosed with vertigo and sent home with Antivert, which she finished. She states she was only given five-day supply of that medication. She stated medication helped a little bit, but she ran out and is now having slight symptoms, but also having headache. She states headache is not the worst of her life. She has had this type of headache in the past. She states headache is approximately 3/10, is increased with nothing and is better with nothing. Denies stiff neck. Denies fever. Denies blurred vision or double vision.

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 except for those mentioned in the HPI above.
PHYSICAL EXAMINATION:

GENERAL: She is an alert and oriented, obese young lady.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 122/74.
Pulse 64.

Respirations 18.

Temperature 98.2.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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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 grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Vertigo.

2. Followup from emergency room.

3. Anemia.

4. Headache.

In the clinic today, the patient and I had a lengthy discussion. We talked about her condition and educated her as to conservative measures she can take to improve and I reviewed the labs from the ER. The labs revealed a decrease of MCH, a decrease of hematocrit and a decrease of RBCs. CT scan and MRI, these were all unremarkable. EKG and cardiac workup were unremarkable. She was educated on what these findings mean in the labs and CT scan.

The patient was sent home with the following medications:
1. Maxalt 5 mg, she will take one p.o. at onset, then she will repeat every two hours if no changes; she will not exceed three pills in 24 hours.

2. Meclizine 25 mg, this is chewable, one p.o. daily for 30 days with two refills.

3. Ferrous gluconate 27 mg, she will take one p.o. daily for 90 days, #90.
She was given the opportunities to ask questions, she states she has none. She was encouraged to increase fluids, to come back to the clinic if worse or go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

