WEST, JENNIFER

DOB: 04/11/1968

DOV: 01/04/2025

HISTORY: This is a 56-year-old female here with dizziness, pain, and pressure in her sinuses region. The patient said this has been going on for approximately 11 years almost she has been doing a lot of flying recently to Asia and said she was exposed to a smoky environment somewhere overseas. She stated that after she was exposed to the environment, she started to have runny nose, increased pain and pressure behind her eyes and frontal sinuses.

PAST MEDICAL HISTORY: Hypothyroidism.

PAST SURGICAL HISTORY: None.

MEDICATIONS: NP thyroid.

ALLERGIES: None.

SOCIAL HISTORY: She denies alcohol, drug, or tobacco use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient reports yellowish discharge from her nose.

She reports myalgia/body aches.

She reports pain in both ears with a pressure like feeling.

She denies fever. Denies throat pain. Denies stiff neck or neck pain. She denies cough or chest pain. She denies nausea, vomiting, or diarrhea. She said she is drinking fluids well.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure is 106/71.

Pulse is 82.

Respirations are 18.

Temperature is 97.9.

HEENT: Nose: Congested with yellow discharge. Erythematous and edematous turbinates. Face: Tender maxillary and frontal sinus worse on left. No edema. No erythema on her face. Ear: Dull TM bilaterally. There is fluid behind TM fluid appears purulent. No tragal tug. No mastoid tenderness. No erythematous external ear canal. No edematous external ear canal.
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RESPIRATORY: Good inspiratory and expiratory effort. No respiratory distress. No use of accessory muscles.
CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. There is no venous cord in her lower extremities.

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. Acute sinusitis.
2. Acute sinus headache.
3. Acute rhinitis.
4. Fatigue.
5. Otitis media with effusion.
6. Candida prophylaxis.
PLAN: In the clinic today, the patient received the following: Rocephin 1 g IM, dexamethasone 10 mg IM. She was observed in the clinic for approximately 20 minutes after that she was reevaluated and reports improvement. She said she is comfortable with my discharge plan. She was given strict return precautions and to advise to go to the emergency room if clinic is closed. The patient was sent home with the following medication: Diflucan 150 mg one p.o. daily x1 day, #1 (patient advised to hold on her medication until she has sinus symptoms, cough and yeast infection.)
Singulair 10 mg one p.o. daily for 30 days, #30, Zithromax 250 mg two p.o. now one p.o. daily until gone. She was given the opportunity to ask questions and she states she has none. She was strongly encouraged to increase fluids to avoid sugary beverages and alcohol.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

