DUMOND, DEBORAH
DOB: 09/02/1965
DOV: 04/29/2022
HISTORY: This is a 56-year-old lady here for a medication refill.

The patient states she has a history of migraine, she is on butalbital, which works well for her. She stated she has a slight headache now, which is similar to her headache that she had in the past. She indicated that she has migraine along with a strong family history of migraine and this headache is no different from her past migraine headaches. She states that approximately a year or so ago she has had a CT scan of the brain and was advised it was normal.
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: She denies nausea, vomiting or diarrhea. She denies stiff neck. She denies neck pain. She denies blurred vision. She denies photosensitivity. She states she is eating and drinking well. She states the main reason for coming today is because she is going to Colorado and would like to have enough medication last her for about a month or so; she is going to her father’s 91st birthday celebration.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 121/82.
Pulse 87.

Respirations 18.

Temperature 98.8.

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.
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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. Migraine (acute exacerbation).

2. Medication refills.

The patient was offered a CT scan of the brain, she indicated that she will do that when she comes back from Colorado, but not today and we talked about the need and why it is appropriate for a CT scan after approximately one year or so of last CT scan, she states she understands, but will prefer to do when she gets back and in followup visit.

The patient was given an injection of Toradol here in the clinic, she was observed for approximately 20 minutes after which she reports slight improvement in her headache. She states she is comfortable with my discharge plans, will come back if she gets worse or will go to the nearest emergency room if we are closed. She was given the opportunity to ask questions, she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

