CLINIC VISIT NOTE

FEAST, HUNTER
DOB: 06/10/2002
DOV: 11/25/2022

The patient with complaints of tightness in his chest, with increased anxiety, with shortness of breath, with slight nausea for the past few days.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: History of depression and currently living with father for the past two months in Houston, has been living with stepfather and mother in the past. According to stepfather, the patient is having conflict and issues as far as behavior *__________* he does not like discipline and father lets him do whatever he wants to do. He states father is an alcoholic and he smokes pot all the time, living with his mother still.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: Within normal limits. Extremities: Within normal limits. Skin: Within normal limits. Neuropsychiatric: With depressed affect. He states that he has been having depression off and on sometimes and admits to having some suicidal ideation.
Additional history obtained of seeing a psychiatrist when he was 14, was told that he had an anger problem and has been referred for anger management for six months without benefit, without medications or followup since. The patient also admits to sleep disturbance all his life, difficulty getting asleep, waking up feeling lethargic in the morning.

IMPRESSION: Depression with sleep disturbance and secondary lethargy.
PLAN: EKG obtained in the office did show no abnormality. Labs to be obtained as workup for lethargy. I elected to put the patient on antidepressant.
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