GARCIA, JACOB
DOB: 09/01/1977
DOV: 08/04/2025

HISTORY: This is a 47-year-old gentleman here with right eye discomfort. The patient states this has been going on for approximately four days. He denies trauma. Denies double vision or blurred vision. He states he has noticed a small bump on his upper eyelid, which has gotten worse with increased redness.
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. He states he has occasional blurred vision. The patient reports that he would like to have a prescription for prednisone, which he takes on a routine basis. He states he does have lot of travelling and recently he went to another state he forgot his prednisone other hotel.
PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 120/81.
Pulse 72.
Respirations 18.

Temperature 97.9.

EYE: Right eye, upper lid there is a papule present with migrating erythema.
Visual acuity, the patient count fingers with no difficulties.

PERRLA.

EOM. Full range of motion with no restrictions.
Orbit, no edema. No erythema. No tenderness to palpation.

Lower lid, no erythema. No edema. No papules. No vesicles.
Conjunctiva is inflamed with no discharge.

HEENT: Normal.

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

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: No peripheral edema or cyanosis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He 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. Conjunctivitis.
2. Stye.
3. Medication refill.

PLAN: The patient was given the opportunity to ask questions he states he has none. His prescription was refilled as follows. Prednisone 10 mg one p.o. daily for 30 days #30.
Tobradex 0.3/0.1% ophthalmic drops solution will be two drops in his right eye three times daily for 10 days. No refills. He was given the opportunity to ask questions he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
