GARCIA, BLANCA
DOB: 05/11/1987
DOV: 06/04/2022
HISTORY: This is a 35-year-old female here to establish primary care and physical exam. The patient stated that she was recently seen in the emergency room at another facility where she had a CT scan of her head because of her ongoing headache, which comes and goes. She said CT scan was normal and also stated she was diagnosed with a bulging disc and had injection into the cervical spinal disc region.
PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.
MEDICATIONS: None.
ALLERGIES: None.
SOCIAL HISTORY: She denies tobacco, alcohol, or drug use.
OB/GYN: The patient states that last period was on 05/23/2022.

REVIEW OF SYSTEMS: The patient reports headache. She said headache is on the side of her scalp. She said is not the worst of her life. It is gradual onset. She rates pain approximately 3/10. She is not associated with food or light. She states she just had a CT scan on May 23, 2022. She was advised that her CT scan was normal. Denies chest pain. She denies abdominal pain. She denies nausea, vomiting, or diarrhea. The patient denies problems with urination or bowel movement.
PHYSICAL EXAMINATION:
GENERAL: She is an alert, oriented, in no acute distress.

VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 109/70.

Pulse 72.

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 respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Soft and nontender. No organomegaly. No rigidity. No rebound. Normal bowel sounds. No visible peristalsis.
GARCIA, BLANCA
Page 2

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
ASSESSMENT/PLAN:
1. Headache (mild). The patient recently completed CT scan with normal brain.
2. Physical examination.

In the clinic today, we did a finger stick to assess her glucose level. Glucose was 93.

Labs were done today. Labs include CBC, CMP, lipid profile, and TSH. The patient was given the opportunity to ask questions and she states she has none. She was sent home with the following medications:
1. Baclofen 20 mg. She will take one p.o. at bedtime for 30 days #30.

2. Mobic 7.5 mg she will take one p.o. daily for the 30 days #30.
She was given the opportunity to ask questions and she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

