MARTINEZ, AMANDA
DOB: 05/15/1984
DOV: 11/14/2022
HISTORY OF PRESENT ILLNESS: This 38-year-old female presents to the clinic complaining of ups and down. She states that she gets mad very easily. She has no energy. She believes that her hormones are abnormal. She wants to speak about getting medication. The patient denies any suicidal or homicidal ideation.
ALLERGIES: ASPIRIN.

CURRENT MEDICATIONS: Denies.
PAST MEDICAL HISTORY: Denies.
PAST SURGICAL HISTORY: Hysterectomy.
SOCIAL HISTORY: Denies drugs. Admits to ETOH socially. 
REVIEW OF SYSTEMS: See HPI.

PHYSICAL EXAMINATION:

GENERAL: She is alert, appropriate for age, well nourished, and well groomed.

VITAL SIGNS: Blood pressure 124/76. Heart rate 79. Respiratory rate 18. Temperature 98.1. O2 saturation 99%. She weighs 204 pounds.

HEENT: Mucous membranes are moist. Pupils are PERL. 
NECK: Negative JVD. Normal range of motion. 
LUNGS: Respirations are even, unlabored. Clear to auscultation bilaterally.

HEART: S1 and S2.

ABDOMEN: Soft and nontender. Bowel sounds x 4.

EXTREMITIES: Normal range of motion. No edema.
NEUROLOGIC: A&O x 4. Gait is steady.

SKIN: Warm and dry. No rash. No lesions.

ASSESSMENT:
1. Anxiety.

2. Depression.

PLAN: The patient did have her labs done in July, but no hormone panels were done at that time. She does just want to get started on the medication. She is not requesting any narcotics. We discussed the difference between SSRIs and Wellbutrin. She does monitor the Wellbutrin so we will start on that medicine and give her for three months. When she will return in three months then we will reevaluate her labs and then I will be giving her some refills. She does agree with this plan of care. She was given an opportunity to ask question, she has none at this time.
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