CEPIN, LESLIE
DOB: 02/28/1989
DOV: 03/01/2025
HISTORY: This is a 36-year-old female here with ear pain and throat pain. The patient states this has been going on for approximately two days. She stated that she was exposed to someone at work who returned from a cruise with similar symptoms, She states she came in today because of increased throat pain that she described as sharp and states worse when she swallows. She rated pain as 6/10.
PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.
MEDICATIONS:
1. Cetirizine.

2. Birth control.
ALLERGIES: None.
SOCIAL HISTORY: She denies tobacco, alcohol or drug use.
FAMILY HISTORY: Diabetes.
REVIEW OF SYSTEMS: The patient reports chest pain. She states pain is there when she coughs and even when she does not cough, she still experiences chest pain, described it as aching.
The patient reports left ear pain.

The patient reports congested nares with green discharge.

The patient reports fever. She states she was taking over-the-counter medication and it has helped her fever. However, she stated yesterday she had temperature well above 100.
PHYSICAL EXAMINATION:

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

O2 saturation 99% at room air.
Blood pressure 135/88.

Pulse 98.

Respirations 18.

Temperature 98.7.
NOSE: Congested with green discharge. Erythematous and edematous turbinates.

EARS: Left Ear: Erythematous TM with effusion. Effusion appears purulent. Dull to light reflex. There is no bulging. No tragal tug. No mastoid tenderness.

THROAT: Erythematous and edematous tonsils, pharynx and uvula. No exudates present. Uvula is midline and mobile.
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NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes into a cough fit with deep inspiration. She also has scattered wheezes. 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: Nondistended. No guarding. No visible peristalsis.
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/PLAN: Wells criteria was used in evaluating the patient for PE and her score is low.
The patient had the following tests in the clinic today: Strep, flu and COVID. Strep and COVID were negative. Flu A is positive. The patient received the following treatment in the clinic today: Albuterol and Atrovent x 1 nebulizer.

EKG was done to evaluate the patient’s chest pain. Her EKG reveals normal sinus rhythm, regular rate and rhythm. No acute injury is demonstrated, namely no ST elevation, no ST depression, no Q waves were present.

The patient was sent home with the following medications:
1. Zithromax 250 mg two p.o. now and one p.o. daily until gone total of 6.

2. Tamiflu 75 mg one p.o. b.i.d. for five days total of 10.

3. Motrin 800 mg one p.o. t.i.d. p.r.n. for body aches/fever.

4. Bromfed DM 2/10/30/5 mL, she will take 2 teaspoons t.i.d. for 10 days #300 mL.
She was advised to increase fluids. The patient was also educated on birth control use and antibiotics and she was educated to take the necessary precautions namely barrier method.
She was given the opportunities to ask questions, she states she has none.
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