LODEN, TIFFANY
DOB: 12/09/1986
DOV: 07/16/2022
HISTORY: This is a 35-year-old young lady here to establish care for opioid use disorder. She stated that she was here initially in 2019 in March, but had to stop coming because she lost her job and could not afford it. She states she now has a better job and she is a medical tech and would like to reestablish care. She indicated that since she discontinued the program she was buying narcs in the streets and states sometimes she is not sure what she is getting and would like to safely wean off of opioids.
PAST MEDICAL HISTORY/PSYCH HISTORY: Anxiety, depression, and scoliosis.
PAST SURGICAL HISTORY: Carpal tunnel repair.
MEDICATIONS: Alprazolam; this is prescribed by an outside provider for her anxiety.
ALLERGIES: *________*
SOCIAL HISTORY: Drug use and tobacco use. Denies alcohol use. Last period approximately six years ago. She stated that her period has stopped about six years ago after she has used Depo for a long time and, when she stopped Depo, she has never seen a period again. She stated she is sure positive that she is not pregnant.

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 99% at room air.

Blood pressure 124/88.
Pulse 101.

Respirations 18.

Temperature 98.6.

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. Nondistended. No organomegaly. No rebound. No guarding. No visible peristalsis.
SKIN: The patient has multiple tattoos; her entire upper extremities bilaterally are covered in tattoos, tattoos on her neck, abdomen, and lower extremity. No vesicles or bullae. No macules or papules.
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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: She is 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. Opioid use disorder.

2. Anxiety (this is managed by an outside provider, she is on alprazolam).

Drug screen was done and drug screen was positive for benzos and morphine. The patient was here earlier and the drug screen appears to have shown nothing and she was discharged and sent home. She was refunded her money. However, approximately one hour later, when reexamining the test, the test does show benzo and morphine. When I called the patient back, she returned and was given a prescription for Suboxone 8/2 mg SL film, she will take one film SL b.i.d. for 30 days, #60. The patient was educated on the program. She was advised on the protocol; she has a copy of the protocol and she was advised that she must stick to this protocol, she states she understands and will comply. She was given the opportunity to ask questions, she states she has none.

PMP AWARxE was reviewed also today. PMP AWARxE revealed medication of alprazolam being prescribed by Dr. Wival and the patient does report a history of anxiety and she states she received this medication for anxiety.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

