DELAROSA, RITA
DOB: 10/24/1960
DOV: 10/01/2022
HISTORY: This is a 61-year-old female here with feeling lack of energy and fatigue. The patient stated that she usually watches a one-year-old who was very energetic and she find herself with some difficulties keeping up with the child something she was able to do up until recently. She states she has a history of B12 deficiency and thinks her B12 might be low and is requesting an injection today. She also would like to have ordered mammogram and a bone density test. All done at St. Luke’s instead of Memorial Hermann so she is requesting a new consultation form to be done at this facility and a refill of her medication.
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: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:
GENERAL: She is alert and oriented, in no cute distress. Morbidly obese young lady.
VITAL SIGNS:

O2 saturation 95% on room air.

Blood pressure 143/88.

Pulse 81.

Respirations 18.

Temperature 98.1.

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: Distended secondary to obesity. No guarding. No visible peristalsis.
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.
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NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT/PLAN:
1. Fatigue.
2. History of B12 deficiency.

3. Obesity.

4. Insomnia.

The patient was given a prescription to have a mammogram and bone density scan done at facility of her choice. She was also prescribed Ambien 10 mg one p.o. q.h.s. for 90 days #90. Last prescription was filled on 07/23/2022. She still has a few days on her old prescription, but she states she would be not be able to come back until sometime later, which is after 10/23. Labs will be drawn. She came late today. We will go ahead and do the following labs CBC, CMP, lipid profile, B12, ferritin, hemoglobin A1c, T3, T4, and TSH. She was given the opportunity to ask questions, she states she has none. She received an injection of B12 1 cc IM. She was observed for approximately 15 to 20 minutes and then reevaluated she reports no side effects from the medications, comfortably discharge plans.
Rafael De La Flor-Weiss, M.D.
Philip S. Semple, PA

