HILTON, MICHAEL
DOB: 07/17/1969
DOV: 06/12/2023

HISTORY: This is a 53-year-old gentleman here with right eye pain. The patient stated symptoms started approximately three days ago and is now worse. He said he came in because he is having discharge in his eyes in the white part of his eyes, is now getting red.
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 denies blurred vision or double vision. Denies headache. Denies pain in his temporal artery origin.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 94% at room air.
Blood pressure 137/81.
Pulse 72.
Respirations 18.
Temperature 98.3.
HEENT: Normal. Eyes: PERL. EOM full range of motion. Conjunctiva injected with green discharge and tearing. Lower Lid: There is a subcentimeter papule, which is erythematous, tender to palpation. No fluctuance. No bleeding or discharge. Visual Acuity: Left eye 20/20. Right eye 20/15. Both eyes 20/20.

NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Good inspiratory and expiratory effort. No respiratory distress.
ABDOMEN: Nondistended. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort. He bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Acute conjunctivitis.
2. Acute stye.
3. Acute eye pain.

PLAN: Visual acuity was done in the clinic. Visual acuity was as stated above.
The patient was educated on this condition. He was strongly encouraged to use a warm compress, apply to his eyes, hold there for 15 seconds or so, on a twice a day basis. He was given the following prescription: TobraDex 0.3/0.1% ophthalmic suspension, he will take two drops three times daily for 10 days, 10 mL. He was given the opportunity to ask questions, he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

