HAMMOND, HOLLY
DOB: 05/22/1981
DOV: 03/17/2022
HISTORY: This is a 41-year-old with past medical history of anxiety, multiple substance abuse, opioid use disorder and is here to establish care for substance abuse/opioid use disorder.

The patient stated that her problem started approximately 10 years ago after she was diagnosed with HNP in her lumbosacral spine region. She stated at that time she was prescribed multiple pain medications to include hydrocodone 10/325 mg and Soma. She stated that she has taken this medication for a prolonged period of time and eventually her provider closed his business secondary to irregularities/inconsistencies with the DEA regulation and other legal issues. She stated after she lost his care she resorted to substances from the streets, these include marijuana, methamphetamine, benzodiazepine or “whatever I can get to buy”. The patient states her habit became worse in 2018 when her son who was a 7-year-old died in the car wreck. She stated at that time she became depressed and suffered anxiety and has been self-medicated from street drugs.

PAST MEDICAL HISTORY: Anxiety and substance abuse.
PAST SURGICAL HISTORY:
1. C-sections x2.

2. Bilateral tubal ligation.
ALLERGIES: None.
MEDICATIONS: None.

SOCIAL HISTORY: The patient states she has been married for 25 years, but divorced about three or four years ago, active smoker. Denies alcohol use. Endorses drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented. The patient’s moods appear depressed (she cries as she gives history).
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 151/92.
Pulse 109.

Respirations 18.

Temperature 98.6.
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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: Soft, nontender, nondistended. No guarding. Normal bowel sounds.

No rebound.
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/PLAN:
1. Opioid use disorder.

2. Polysubstance abuse/use.

3. Anxiety.

A drug screen was done in the clinic today and the drug screen reveals marijuana, benzo, Suboxone, and amphetamines.

The patient and I had a lengthy discussion about the program. We discussed what is required of her while in the program. She signs documentation to verify that she understands what type of program it is and the need to receive no medication from anyone prescriber otherwise while on the program. We talked about the need to keep every appointment or if circumstances beyond her control to make her appointment to contact us, so we can reschedule this. We discussed pregnancy while in this program. She indicated that she has bilateral tubal ligation. She was given the opportunities to ask questions about the program, she stated she has none. She stated she was on the program a while ago and she has an idea of what it is.
PMP AWARxE was reviewed. The data from PMP AWARxE reveals that she received the following. Tramadol 50 mg received last 06/23/2020. They seemed to be no trend of drug seeking through a prescriber, but she does endorse obtaining the medication, which came positive on her drug screen from the streets. The patient will be started on Suboxone 8/2 mg SL film, she will take one film SL b.i.d. for 30 days, #60.
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