DELAROSA, RITA
DOB: 10/24/1960

DOV: 02/26/2024

HISTORY: This is a 63-year-old female here with fatigue.

The patient states she has history of vitamin B12 deficiency and feels as if she needs an injection of B12. She states she has been working as much as 20 hours, sometimes daily and recently her daughter has moved back into her home with her children because of family issues. She states that since the grandkids are with her she has to get up early in the morning to prepare their lunch and at nights to prepare their dinner and to take care of them before they go to bed and she states she is now drained and thinks her vitamin D is low.

The patient was given labs last visit, which include the vitamin B12 level. She did not get these labs. She states she will definitely go and get them when she is leisure today. She usually gets her lab at a local Quest Clinic.

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 mild distress.

VITAL SIGNS:

O2 saturation 98% at room air.
Blood pressure 141/85.

Pulse 75.
Respirations 18.
Temperature 99.0.

HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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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.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. B12 deficiency.

2. Fatigue.

3. Medication refill.

4. Insomnia.

5. Obesity.

PLAN: Labs were recommended again for this patient. She was given a requisition to take to the local Quest Clinic. Labs include B12, vitamin D, TSH, T3, T4, A1c, CBC, and CMP.
Medication was refilled as follows: Ambien 10 mg one p.o. at bedtime for 90 days, #90.

She was given the opportunity to ask questions, she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

