PAREZ-GARCIA, MARIA
DOB: 01/19/1964
DOV: 12/19/2024
HISTORY: This is a 60-year-old female here for establish primary care provider. The patient states that she was recently seen in an emergency room after a mechanical fall. She indicated that she has chronic back pain and bilateral leg weakness and her legs popped out and she fell, hitting the left side of her face. She stated that she had MRI, CT scan, which confirmed fracture of her left orbit that she was seen also by maxillofacial specialist who advised that secondary healing without surgery and he would be following her closely. She states she has an appointment to see this person again next week.
The patient indicated that her former primary care doctor does not take her insurance anymore and she has been out of her blood pressure medication or depression medication and her insomnia medication for a week or two.

PAST MEDICAL HISTORY: Hypertension, depression, insomnia, herniated disc, chronic joint pains, and chronic pain syndrome.
PAST SURGICAL HISTORY: Ankle repair and bilateral rotator cuff repair.
MEDICATIONS:
1. Duloxetine.
2. Ativan.
3. Amlodipine.
4. Benazepril. (The patient states she does not like these type of medications for her blood pressure. She states she would like to start medication that has a combination of medication and no to take two different medications.)

FAMILY HISTORY: Cancer, diabetes, hypercholesterolemia, and hypertension.
REVIEW OF SYSTEMS: All systems were reviewed and were negative except those mentioned above.
PHYSICAL EXAMINATION:

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

O2 saturation 96%.
Blood pressure 182/94. Repeat blood pressure 172/93.
Pulse 98.

Respirations 18.

Temperature 98.2.
HEENT: Normal.
FACE: Facial ecchymosis in the left just below or zygoma and above or around the lower surface of her left orbit.

EOM: Full range of motion. No restrictions. No subconjunctival hematoma or hemorrhage.

NECK: Full range of motion. No rigidity. No meningeal signs.
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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.
ABDOMEN: Nondistended. No guarding. No visible peristalsis. No rebound. No organomegaly.
SKIN: Ecchymosis on left face. Otherwise, no vesicles or bullae. No macules or papules. No burrows.
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. Hypertension.
2. Depression.
3. Insomnia.

4. Orbital fractures old.
5. The patient is being followed by an outside maxillofacial specialist.

6. Anxiety/insomnia.

7. Health maintenance.

PLAN: The patient was given a mammogram requisition to visit local in the clinic for a routine mammogram.
The patient was given a MRI request to do a MRI of the lumbosacral spine because of lower extremity weakness and frequent falls and chronic lumbosacral pain.

The patient was advised to return to the clinic tomorrow morning for the following tests. CBC, CMP, lipid profile, A1c, TSH, T3, T4 and vitamin D. She was advised to fast at midnight and not to eat or drink anything after midnight. She was given the opportunity to ask questions, she states she has none. She was sent home with the following medications:

1. Lisinopril/HCTZ 10/12.5 mg one p.o. daily for 90 days #90.

2. Atarax 25 mg one p.o. q.h.s. for 30 days. The patient was prior on benzo. I will not be refilling the benzo for this patient. I will try Atarax first.

3. Duloxetine 40 mg one p.o. daily for 30 days #30. No refills.
She was advised to come back to the clinic tomorrow for lab to go nearest emergency room if she has exacerbation of her chronic pain or pain in her orbit.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

