HUBSON, DONNA
DOB: 06/23/1999
DOV: 07/01/2023
HISTORY OF PRESENT ILLNESS: A 24-year-old female presents to the clinic with a history of progressive sinus pain and pressure over the past two months. The last three days, it did get worse. Self-care at home includes over-the-counter allergy medication, Tylenol and Motrin. She states her partner at the gym is sick and she is not sure if she has COVID. Associated symptoms are sweating, earaches, runny nose, sinus pain and drainage.
PAST MEDICAL HISTORY: Anxiety. It is untreated at this time. 
CURRENT MEDICATIONS: She is currently on over-the-counter allergy medications for seasonal allergies.
REVIEW OF SYSTEMS: Everything else other than what she stated was within normal limits.
PHYSICAL EXAMINATION:

GENERAL: The patient is in no acute distress.

HEENT: Eyes: PERRLA. Pain over percussion of the frontal sinuses. Mild erythema bilateral ear canals. Rhinorrhea noted. Pharyngeal erythema noted. 

NECK: Within normal limits, supple. Full range of motion.

LUNGS: No respiratory distress. Breath sounds normal limits.

CARDIOVASCULAR: Regular rate and rhythm. Heart sounds normal.

ABDOMEN: Nontender and nondistended.
EXTREMITIES: Nontender. Full range of motion. No pedal edema.

SKIN: Color normal. No rash. Warm, dry and intact.
NEURO: Oriented x 4. Motor function within normal limits. Sensation within normal limits. 
PROGRESS OF THE PATIENT: Her history was reviewed. Prescription provided in the office for sinus infection: Augmentin 875 mg/125 mg p.o. twice a day for seven days. In office, she tested negative for COVID, strep and flu tests. She was provided 10 mg IM dexamethasone in the left hip for edema. 
CLINICAL IMPRESSION: Upper respiratory infection and sinusitis.

PLAN: The patient is discharged home under stable condition.
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