DELAROSA, RITA
DOB: 10/24/1960
DOV: 12/13/2025
HISTORY: This is a 65-year-old female here for routine followup.
Ms. Delarosa has a history of peripheral neuropathy and insomnia, is here for followup for these conditions and medication refill. She states since her last visit, she has had no need to seek medical, psychological, surgical or emergency care.
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: The patient reports right foot pain. She states she feels like she is stepping on a rock, that is felt like something is under her foot that she steps and that causes her some pain, but when she looks there, there is nothing, she states it appears to be on the inside. She stated this has been going on for a little while, but has gotten worse in the last two days.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 145/80.
Pulse 76.

Respirations 18.

Temperature 98.1.
RIGHT FOOT: No edema. No erythema. No deformity. Neurovascularly intact.
HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. 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: Distended secondary to obesity. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Except right foot, full range of motion. No discomfort with range of motion. No edema. No erythema.

NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT:
1. Morton’s neuroma.

2. Foot pain.

3. Neuropathy.

4. Peripheral neuropathy.

5. Refill.

6. Insomnia.

PLAN: The patient’s medications were refilled today as follows:
1. Gabapentin. I will increase it to 200 mg daily. She indicated that the 100 mg is not working.

2. Ambien 10 mg one p.o. at bedtime. She was strongly encouraged not to drink or drive with this medication and to observe consistent sleeping patterns, to avoid television while in her bedroom. She states she understands and will comply.

3. The patient was given a consult for MRI of her foot; this is to further evaluate the foreign body sensation she has when she walks.
Rafael De La Flor-Weiss, M.D.
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