ORTEGA, TRISTEN
DOB: 12/11/1997
DOV: 01/08/2025
HISTORY: This is a 27-year-old gentleman here with right eye irritation. The patient stated that symptoms started yesterday, but this morning he woke up with his lids closed and green discharge and redness on the nasal surface of his conjunctiva. He described pain as uncomfortable, rated 3/10. He states pain is non-radiating and located only on the nasal surface of his right conjunctiva. He states pain is non-radiating. He denies trauma.
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 double vision or blurred vision.

He denies pain or pressure around his eyes.

He denies halo type of view.

The patient denies neck pain.
Denies nausea, vomiting, or diarrhea.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 144/80.

Pulse 79.

Respirations 18.

Temperature 98.2.

HEENT: Normal.
Eyes: PERL. EOM full range of motion with no discomfort.

Light reflexes present. Red reflex is present. No cotton-wool spots on funduscopic examination. No AV nicking.
Right Eye: Erythematous conjunctiva. Conjunctiva is mildly edematous. Green discharge, mucus, copious amount of discharge present.
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Orbit and Lids: Without edema or erythema. There is no tenderness to palpation of his orbit or lids.

Visual Acuity: The patient counts fingers with no difficulties with his right eye, left eye and both eyes.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to mild obesity. No rebound. No guarding. No visible peristalsis. Soft and nontender. No organomegaly.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

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. Acute conjunctivitis.

2. Eye discharge.

PLAN: The patient is a contact lens wearer. He was strongly encouraged to take his contact lens off and to wear glasses. He states he understands and will comply. He was sent home with the following medication: TobraDex 0.3%/0.1% solution. He will do two drops in his right eye three times daily for 10 days. He was given 5 mL.

He was given the opportunities to ask questions and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

