NUNEZ, SANDRA
DOB: 07/05/1985
DOV: 04/12/2025
HISTORY: This is a 39-year-old female here with pain on the right side of her face. The patient states this has been going on for approximately three days, is worse today. She described pain as stinging and burning and is confined only on her right side. She stated she came in because she has begun to see some rash on the right side of her face. She states pain is approximately 6/10.
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 states she has recently noticed that her periods have been very irregular; sometimes short and sometimes long. She also states she experiences severe pain in her pelvic area and sometimes that pain moves into her back. As the patient gave history, she broke into tears and stated that she has been under lots of stress and is worried about what is going on with her body.
PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 106/60.

Pulse 89.

Respirations 18.

Temperature 97.8.
FACE: On the right side, there is a mild erythematous macule that is discretely distributed up to her forehead above and the maxillary area and mandible region. The site is tender to palpation.
HEENT: Normal.
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.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Soft. No rigidity. She has some tenderness diffusely in her suprapubic region and in her right upper quadrant region.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae except for the rash described on the patient’s face.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. Mild edema in her lower extremities. Neurovascularly intact.
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. Shingles.
2. Mood swing.
3. Neuropathy.
4. Abdominal pain.

5. Dysmenorrhea.

PLAN: In the clinic today, we did the following: The patient was given an injection of Toradol 60 mg IM. She was observed for approximately half an hour and then reevaluated. She states the pain in her face is getting much better, but she is still feeling mild stinging that is going across from her TMJ region to her forehead to above her maxillary and the mandibular regions. She states it is a little better.
The following labs were drawn: CBC, CMP, lipid profile, A1c, vitamin D, TSH, T3, and T4.

Ultrasound was done to assess the patient’s abdomen and peripheral edema. Ultrasound is unremarkable.

The patient was sent home with the following medications:
1. Acyclovir 800 mg one p.o. five times a day for seven days #35.

2. Gabapentin 200 mg one p.o. b.i.d. for 14 days #28.

3. Motrin 800 mg one p.o. t.i.d. p.r.n. for 10 days #30.

She was given the opportunities to ask questions, she states she has none. The patient was advised that we will contact her if any abnormality in her labs. She was given the opportunities to ask questions, she states she has none.
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