JENSEN, ANGELA
DOB: 03/21/1964
DOV: 04/06/2023
HISTORY: This is a 59-year-old female here with tooth pain. The patient states that this has been going on for approximately seven days. She states she has procedure done in the clinic today and has been in on out off pain since came in today because of increased pain, rated pain approximately 7/10, increased with touch and chewing. She states that pain is non-radiating and located at tooth numbers 15.
ALLERGIES: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: 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 left ear pain, states that this has been going for approximately for five days. She states she has a history of otitis media and symptoms are similar.
The patient reports frequent urination and painful urination.
The patient reports itchy rash in the groin region.

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

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 160/72.
Pulse 79.

Respirations 18.

Temperature 99.8.
HEENT: Ear, erythematous and dull TM in the left. Dull light reflex. No tragal tug. No mastoid tenderness. EOM is without erythema or edema. No discharge.
Oral exam, there is periodontal edema on tooth #15, periodontal erythema, tender to palpation. No bleeding or discharge. No fluctuance.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No respiratory distress. No paradoxical motion.
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CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding or visible peristalsis.

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. Tinea pedis.

2. Tooth abscess.

3. Dysuria without pyuria.

4. Otitis media.

PLAN: A fingerstick was done in the clinic today. Fingerstick revealed glucose at 111.

A urinalysis was done.  Urinalysis was negative for leukocytes, negative for nitrate, negative for glucose.

The patient was sent home with the following medications.
1. Amoxicillin 875 mg she will take one p.o. b.i.d. for 10 days #20.

2. Mobic 15 mg one p.o. daily for pain.
3. Diflucan 150 mg one p.o. daily for one day #1. This will work for itchy rash on the groin area, which I suspect to be fungal and also to prevent her from having more fungal infection as she takes amoxicillin.
She was given the opportunity to ask questions, she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

