WALLACE, CARRIE
DOB: 06/02/1971
DOV: 04/28/2022
HISTORY: This is a 50-year-old young lady here for a followup.

Ms. Wallace has a history of opioid use disorder, arrhythmia, depression, and obesity, is here for a followup for these conditions and medication refills. She stated that since her last visit she has had no need to seek medical, psychological, surgical or emergency care and today, states she has no complaints.

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.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 133/89.
Pulse 117 (irregular rate and rhythm).

Respirations 18.

Temperature 98.2.

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 paradoxical motion.

CARDIAC: Irregular rate and rhythm. No peripheral edema or cyanosis. The patient is tachycardic (this is chronic as she has been seen on multiple occasions for this arrhythmia and tachycardia, was advised to follow up with a local cardiologist, but did not secondary to funding.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.
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.
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ASSESSMENT/PLAN:
1. Opioid use disorder.

2. Obesity.

3. Arrhythmia.

4. Depression.

5. Medication refill.

The patient’s medications were refilled as follows.
1. Suboxone 8/2 mg SL film, she will take one film SL b.i.d. for 30 days, #60, no refills.
2. Venlafaxine 150 mg one p.o. daily for 30 days, #30.

Urine drug screen was done in the clinic today. Urine drug screen was positive for amphetamines. She indicated that she is taking phentermine for weight loss. She was strongly discouraged from continuing this medication for two reasons: 1.) This is incompatible with Suboxone program. 2) She has an irregular rate and rhythm of her heart and she is consistently tachycardic. The patient states she understands and will discontinue the medication.

She was sent home with the following medications.

1. Venlafaxine 150 mg one p.o. daily for 30 days, #30.

2. Suboxone 8/2 mg SL film, she will take one film SL b.i.d. for 30 days, #60, no refills.
She was given the opportunity to ask questions, she states she has none. PMP AWARxE was reviewed. PMP AWARxE does not reveal any drug-seeking activities or medication diversion activities. She was given the opportunity to ask questions, she states she has none.
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