BLACKBURN, STACIE
DOB: 10/07/1974
DOV: 09/15/2022
HISTORY: This is a 47-year-old female here for followup.
The patient has a history of opioid use disorder. She is here for followup for this condition and medication refills. She states that since her last visit, she has had no need to seek medical, psychological, surgical or emergency care.
REVIEW OF SYSTEMS: The patient complains of cough, runny nose, and sore throat. She stated that she was exposed to COVID. (The patient was advised to remain in her car so she can finish the visit today. she was tested from her car.)
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented. She appears in no distress.
RESPIRATORY: No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: No peripheral edema or cyanosis.
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. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Opioid use disorder.
2. Medication refill.

3. COVID illness.
The patient was tested for COVID. This test was positive.
Urine drug screen was done today. Drug screen was negative for unauthorized substances. Positive except for Suboxone. She takes medication while on this program.

The patient was discharged with the following medications:
1. Paxlovid 300 mg/100 mg she will take three p.o. b.i.d. for fives #30.
2. XYZ mouthwash 80 mL, she will take 20 mL gargle and spit out every morning for four days.

3. Motrin 800 mg one p.o. t.i.d. #30.

4. 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.
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