PRUETT, CHRISTINA
DOB: 05/13/1983
DOV: 04/21/2023
CHIEF COMPLAINT:

1. Depression.

2. Anxiety.

3. Dizziness.

4. Weakness.

5. Tiredness.

6. Abdominal pain.

7. History of anemia.

HISTORY OF PRESENT ILLNESS: The patient is a 39-year-old woman who has been seeing a GI specialist who placed her on a special diet, had a CT scan done of her abdomen and pelvis which showed some abnormalities, those results are pending and I have asked the results to be sent to me by Dr. Khan Le.
The patient has lost about 20 pounds because of the diet she has been on, also she has been feeing very anxious and has an appointment with a psychiatrist next Thursday. She does not appear to be suicidal or have any ideation or thoughts regarding suicide.
Review of the blood work shows even though the patient *__________* before, the previous problem has been low  B12 level will be checked. Anemia and TIBC will be checked. The patient also may need to see an oncologist because the CT shows slightly enlarged *__________*. Holding off on doing that *__________* at this time and sees Dr. Khan Le for evaluation of the patient’s neurological disease and workup is done.

PAST MEDICAL HISTORY: She has had high lipids in the past.
PAST SURGICAL HISTORY: C-section x3 and appendectomy.
MEDICATIONS: None.
ALLERGIES: CIPRO.
COVID IMMUNIZATIONS: She has been exposed to COVID and has had COVID in the past, but never received any immunization.
SOCIAL HISTORY: Last period 04/17/23. Not smoking. No drinking. Pregnant x3, married, not working at this time. She has tried different antidepressants, Paxil or Zoloft, none has really worked for her. Again, she is not suicidal and she does have an appointment with a specialist coming up.
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PHYSICAL EXAMINATION:

GENERAL: Today, she is alert. She is awake.

VITAL SIGNS: She weighs 159 pounds; the weight loss as discussed above. O2 sat 100%. Temperature 98. Respirations 16. Pulse 103. Blood pressure 112/78.

HEENT: Oral mucosa without any lesion.
NECK: No JVD.
LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

ASSESSMENT/PLAN:
1. Evaluation of upper and lower extremities reveals no DVT. No PVD.
2. Abdominal ultrasound shows the spleen to be about 11 cm, otherwise within normal limits.

3. Heart evaluation is within normal limits in face of palpitation. Carotid ultrasound was within normal limits.

4. Blood work ordered and records from Dr. Khan Le have been asked. The patient is anemic. Iron recommended again. She has been on iron before, but she is not taking on regular basis. The patient also knows she needs to be on iron on regular basis.

5. The patient has an appointment for colonoscopy and EGD.

6. She does have abnormal periods and usually last about seven days. Hence, it is important for her to take iron on regular basis.

7. May need an evaluation by OB-GYN.

8. Vistaril 25 mg was given today to help with anxiety till the patient talks to a psychiatrist. Once again, she has an appointment on Thursday and once again, she is not suicidal.

9. No sign of DVT or PVD was found.

10. As far as her nausea is concerned, multifactorial, does not want any medication at this time. The patient is very averse to take any medication and would like to do everything naturally and has been seeing a GI doctor who has been successful in changing her diet and making her feel better.

11. We will get the results and call the patient after blood work comes back.
12. We had a long talk about anemia, low MCV, low MCHC and splenomegaly that needs to be evaluated. *__________*.
Rafael De La Flor-Weiss, M.D.

