STORY, JENNIFER
DOB: 10/21/1978
DOV: 06/16/2022
HISTORY: This is a 43-year-old young lady here for a followup.

Ms. Story has a history of opioid use disorder, she is currently on Suboxone, is here for a followup for this condition and medication refill. She states that since her last visit she has had no need to seek medical, psychological, surgical or emergency care and today, complained of some back pain.
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: The patient stated her back pain started after lifting some heavy stuff at work. She states the pain is located on the right side starting from her upper back down to her lower back. She described pain as crampy and worse with bending and lifting. She states pain is non-radiating. She denies bladder or bowel dysfunction. She denies numbness or weakness in her lower extremities.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 109/67.
Pulse 63.

Respirations 14.

Temperature 98.0.

HEENT: Normal.

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. Nondistended. No guarding.
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BACK: Tenderness to the lateral surfaces of her lumbar thoracic spine. No tenderness of the bony structures. No deformity. No abrasions. No lacerations. Muscles of the lateral surface of the thoracic spine and lumbosacral spine are tender to palpation and stiff.

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

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. Back muscle spasm.

2. Opioid use disorder.

3. Medication refill.

The patient’s medication was refilled as follows. Suboxone 8/2 mg SL film one film SL b.i.d. for 30 days, #60. She was given the opportunity to ask questions, she states she has none. She was also given baclofen 20 mg one p.o. q.h.s. for 30 days, #30.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

