DELAROSA, RITA

DOB: 10/24/1960

DOV: 06/24/2023
HISTORY: This is a 62-year-old here with red eyes and discharge from her eyes. The patient states that this has been going on for approximately three days. She states that she has come here to be seen, but there was no light and the clinic was closed. She states that she decided to come in today because when she woke up this morning eyes had green discharge in both, but the right was worse than the left.
PAST MEDICAL HISTORY: Reviewed and compared to the last visit, no changes.

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

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

ALLERGIES: Reviewed and compared to the last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to the last visit, no changes.

FAMILY HISTORY: Reviewed and compared to the last visit, no changes.

REVIEW OF SYSTEMS: The patient denies blurred vision, double vision.

The patient reports runny nose, nasal congestion, pain and pressure in her sinuses.
The patient reports throat pain, painful swallowing.

The patient reports cough, states cough is productive of clear sputum.
She reports myalgia.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 sat is 95% at room air.

Blood pressure is 140/85.

Pulse is 75.

Respirations are 18.

Temperature is 97.8.

HEENT: Nose: Congested with clear discharge. Erythematous and edematous turbinates. Eyes: Injected conjunctiva with green discharge. EOMs normal. Red reflex normal. No cotton wool spot. No AV nicking. Cup-to-disc ratio is normal. Throat: Erythematous and edematous tonsils, pharynx and uvula. No exudates present. Uvula is midline and mobile.
FACE: Tender ethmoid sinuses. No facial swelling. No facial erythema.
NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes into a cough fit with deep inspiration.
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.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
ASSESSMENT:
1. Acute conjunctivitis.

2. Acute pharyngitis.

3. Acute bronchitis.

4. Rhinitis.

5. Sinusitis.

6. Chronic insomnia.
PLAN: The following test was done in the clinic today, strep. The strep was negative for group A. Clinically, the patient does appear to have pharyngitis. Tests could be technique.

The patient was sent home with the following medications.

Medications refilled were as follows:

1. Ambien 10 mg one p.o. q.h.s. for 90 days #90.

2. Losartan/hydrochlorothiazide 150/12.5 mg.

3. Atorvastatin 10 mg one p.o. daily for 90 days #90.

4. Tobramycin 0.3/0.1% ophthalmic solution two drops three times a day for 10 days.

5. Ryvent 6 mg one p.o. t.i.d.
The patient was given samples and she was advised that the remaining medications will come directly to her home. She was given the opportunity to ask questions, she states she has none. She was strongly encouraged to wash her hands after every contact with her eyes, to stay away from others especially her grandchildren as this condition is contagious.
The patient was not prepared to have labs drawn today, she already ate. She was advised to come back for a nurse visit for labs. She was given the opportunity to ask questions, she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

