MCGEHEE, JAMES
DOB: 07/10/1991
DOV: 04/18/2022
HISTORY: This is a 31-year-old gentleman here to establish care for substance abuse.
The patient stated that he has been engaged in street drugs approximately five years ago. He states his drug of choice was pain pills, which he will purchase from the streets. He stated he eventually was established care for opioid abuse and was placed on Suboxone, which lasted for approximately three months and was discharged from the program because according to him “I missed my appointment”. The patient stated as part of his dismissal from the program then he was referred to substance abuse counselor, but he did not attend until approximately three years later, he states within the time frame he continued street drugs and, three years later, he decided to seek help at a rehab facility. He stated at that rehab facility his program lasted for approximately three weeks, during which time, he states that the provider there started him on gabapentin, clonidine, BuSpar and propranolol for anxiety and Robaxin for leg pain. He states that he is currently on this medication and intends to continue seeing that provider who started him on these medications. The patient states that he has completed a second set of rehab a few months ago where he was started on Suboxone. He states that he was given enough for couple of weeks and was advised to find a provider to establish care first for opioid use disorder, thus he presented here.

PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.
MEDICATIONS:
1. Gabapentin.
2. Clonidine.
3. Robaxin.

4. BuSpar.

5. Propranolol.

ALLERGIES: None.
SOCIAL HISTORY: Tobacco use. Drug use. Denies alcohol use.
FAMILY HISTORY: None.
REVIEW OF SYSTEMS: All systems were reviewed and were negative.
PHYSICAL EXAMINATION:
GENERAL: He is alert, oriented, in no acute distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 123/83.

Pulse 93.

Respirations 18.

Temperature 98.0.
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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:  Nondistended. Soft. Normal bowel sounds. No organomegaly. No rebound. No guarding. No rigidity.
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. He bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

SKIN: No track marks. No abrasions, lacerations, macules, or papules. No vesicles or bullae.
ASSESSMENT/PLAN:
1. Opioid use disorder.
2. Anxiety.

3. Leg pain.

The patient and I had a lengthy discussion about the Suboxone program, the need for compliance, the need for showing up to every appointment, and the need to be away from all controlled substances while on the program. He states he understands and would like to commence Suboxone treatment.

Today, because the patient has a long history of opioid use and other substance abuse, he has been taking medication for anxiety and pain, I will go ahead and do some labs – CBC, CMP, lipid profile, TSH. This is to establish baseline and assess his organ systems prior to commenting, while he starts Suboxone.
He was given Suboxone as follows: Suboxone 8/2 mg SL film, he will take one film SL b.i.d. for 30 days #60. The patient was advised to return in 30 days for a followup. He states he understands and will comply. He also states he understands the protocol of the program and will comply.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

