STORMS, MEGAN
DOB: 07/11/1998
DOV: 07/10/2025
HISTORY OF PRESENT ILLNESS: The patient is a 26-year-old young lady comes in with four days’ history of cough, congestion, chills, headache, chest congestion, ear pain, and upset stomach, but she is not vomiting. She is not in any distress. She is not having any shortness of breath, chest pain or leg swelling at this time. She works for a nutritional outfit here down the street.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Wisdom tooth extraction.
MEDICATIONS: None.
ALLERGIES: None.
SOCIAL HISTORY: No smoking. No drinking. No drug use. She also has a friend who she is here with and has COVID-19 as well; she was just diagnosed with COVID-19.
No drug use. No alcohol use. No smoking.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and awake.

VITAL SIGNS: Weight 246 pounds. Temperature 97.6. O2 sat 99%. Respirations 20. Pulse 77. Blood pressure 110/66.

HEENT: TMs are slightly red. Posterior pharynx is red and inflamed.
LUNGS: Clear.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

NEUROLOGICAL: Nonfocal.
ASSESSMENT/PLAN:
1. Exposure to COVID.

2. Presumed COVID-19.

3. We talked about treatments. The patient is self-paid, does not want to get a COVID-19 test at this time.

4. We talked about Decadron. The patient wants to hold off on an injection.

5. We talked about Medrol Dosepak, she received the prescription for.
6. She is going to rest, drink a lot of fluids, take Motrin or Tylenol on regular basis.

7. If anything changes i.e. develops chest pain, shortness of breath, lower extremity redness, edema, or sign of DVT, she will call us right away or go to the emergency room.

8. She does not have any longstanding problems i.e. diabetes, hypertension, sleep apnea, or any history of lung disease.
Rafael De La Flor-Weiss, M.D.

