SALAZ, HELEN

DOB: 12/22/1958

DOV: 09/14/2024

HISTORY: This is a 66-year-old young lady here for followup.

Ms. Salaz has a history of chronic pain, hypercholesterolemia and hypertension. She is here for followup for these conditions and medication refill. She states since her last visit, she was seen in the emergency room after she stated that she was at a local bar at the party and she drank an alcoholic beverage, which she ordered and got sick after that. She stated that she went to the emergency room where her urine tested positive for cocaine and she stated that she was adamant that she has not used cocaine except for when she took a sip of that drink she became ill and was in the emergency room where she was diagnosed with UTI and at the same time the urine drug screen reveals cocaine. She indicated that she is at the moment having a discussion with the folks at the bar and the person who provided for her in the emergency room.

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.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 145/75.

Pulse is 65.

Respirations are 18.

Temperature is 97.1.

HEENT: Normal.

NECK: Full range of motion. No rigidity and 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.
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ABDOMEN: Distended secondary to mild obesity.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Shoulder pain.
2. Medication refill.
3. Chronic pain syndrome.
4. Hypercholesterolemia.
5. Myalgia.
6. Hypertension.
PLAN: The patient’s medications were refilled as follows:
1. Triamterene/hydrochlorothiazide 37.5/12.5 mg one p.o. daily for 90 days, #90.

2. Fenofibrate 145 mg one p.o. daily for 90 days, #90.
3. Flexeril 10 mg one p.o. b.i.d. for 30 days, #60.
4. Tramadol 50 mg one p.o. b.i.d. for 30 days, #60.

5. Hydrocortisone, diclofenac/fluticasone/lidocaine is a mixture, she will take four pumps 4 g, apply to skin three to four times a day p.r.n. for pain, #480 g.
The patient was given the opportunities to ask questions and she states she has none. We did an ultrasound today as the patient has multiple complaints including leg pain, abdominal pain, blurred vision, headache, and ultrasound was done to assess some of these complaints. Ultrasound revealed some plaque deposit in the arteries of lower extremities and some plaque deposit in the carotid artery bilateral. She was given the opportunity to ask questions and she states she has none. The patient’s labs are drawn today. Labs include CBC, CMP, lipid profile, A1c, TSH, T3, T4, and vitamin D.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

