PADILLA, CINTHYA

DOB: 07/30/1992

DOV: 09/21/2024

HISTORY: This is a 32-year-old female is accompanied by parents and sister here for routine visit. According to parents and sister patient is being very aggressive recently. She has a history of cerebral palsy, mental retardation, and they indicated that she has been very aggressive with decreased appetite and some cough. She stated that at another clinic they attempted to draw blood but because of her aggression they were unable to do it and was here to see if we can get blood drawn to have some studies of her abdomen to see if there is a reason why she has increased appetite. Sister reported child is drinking okay but not taken solids.

PAST MEDICAL HISTORY: Cerebral palsy.

PAST SURGICAL HISTORY: None.

MEDICATIONS: Depakote.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol, and drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient is extremely poor historian and history comes directly from sister and mother who report decreased appetite and aggressive behavior. Denies vomiting or diarrhea.

PHYSICAL EXAMINATION:

VITAL SIGNS:

Respirations are 18.

Temperature is 98.1.

Other vital signs were unable to obtain because of patient’s aggression.
HEENT: Diffusely drooling but patients make clear sound with the voice; she does not appear to sound hoarse or muffled hot potato voice.

NECK: Supple.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds.
ABDOMEN: Flat and nontender. Ultrasound of her abdomen revealed no abnormality. Gallbladder appears normal. Liver, pancreas, and kidneys are normal.
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SKIN: No abrasions, lacerations, macules, or papules.
NEUROLOGIC: The patient with a history of cerebral palsy. She does not communicate and make grunting sounds. Gait is baseline according to mother and sister. She walks but with bilateral limping types of gait. Sister said this is not new that has been her walk since birth.

ASSESSMENT:
1. Cerebral palsy.
2. Mental retardation.
3. Decreased appetite.
4. Aggressive behavior.
5. Cough.
PLAN: The patient was given a consult to go to the lab Crest to have the following labs done: CMP, lipid profile, hemoglobin A1c, TSH, T3, T4, and vitamin D levels. A consult was also drawn up for a patient to go to local radiology clinic to have a chest x-ray. Family members were given opportunity to ask questions they had multiple questions I answered them to the best of my ability to include the need for them to follow up with neurologist who was seen patient for chronic conditions. Sister indicated that they would like to change neurologist because of a cascade of reasons, which include medication patient is taking and no levels have been drawn on routine basis.
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