DIAZ, GENESIS

DOB: 08/17/1997

DOV: 04/23/2025

HISTORY: This is a 37-year-old female here with headache. The patient said this has been going on for little while but has gotten worse in the last two days. They said the headache is pressure like located in the frontal sinuses region worse with leaning forward. She denies trauma. She said headache is not a worse of her life. She rated at 6/10 nonradiating confined behind her eyes and sometimes in her cheeks.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: Appendicitis appendectomy.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: She denies drugs or tobacco use. She endorses occasional alcohol use. She said she does vape on occasion.

REVIEW OF SYSTEMS: The patient body aches.

She reports tiredness and fatigue.

She reports fever. She says she used over-the-counter Tylenol, which helped.

She denies vomiting or diarrhea. Denies abdominal pain. Denies nausea. Denies neck pain or stiff neck.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 105/63.

Pulse is 75.

Respirations are 18.

Temperature is 97.8.

HEENT: Face: Tender frontal sinus. No erythema. No edema. Nose: Congested with green discharge. Erythematous and edematous turbinates. Throat: No edema. No erythema. No exudate. Uvula is midline and mobile. Tonsils and pharynx are normal.

NECK: Full range of motion. No rigidity and no meningeal signs. No palpable nodes. No tender nodes.
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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: Nondistended. No guarding. No visible peristalsis. Normal bowel sounds. No rigidity.

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. She bears weight well with no antalgic gait.

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. Sinus headache.
2. Acute sinusitis.
3. Chills.
4. Myalgia.
5. Fever.
PLAN: Flu and COVID were done. These two tests were negative I did not do a strep because of the low center score and she has no throat pain.

The patient was sent home with the following medications: Amoxicillin 875 mg one p.o. b.i.d. for 10 days, #20 and ibuprofen 800 mg one p.o. t.i.d. p.r.n. for fever/pain, #30. Advised to increase fluids to come back to the clinic if worse or go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

