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HISTORY: This is a 37-year-old gentleman here with throat pain. The patient stated that this has been going on for the past three or four days, came in today because symptoms have gotten worse. He states he is having pain with swallowing, described pain as sharp, rated pain 6/10 and is confined to his throat and nonradiating. The patient denies trauma.
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 reports body aches.
He reports chills.

The patient reports cough. He states he feels like he is having an asthma attack, but did not take his medication at home.

PHYSICAL EXAMINATION:

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

O2 saturation 95% at room air.

Blood pressure 133/84.

Pulse 134. Repeat pulse 97.
Respirations 18.

Temperature 98.3.

THROAT: Erythematous and edematous. Uvula midline and mobile. No exudates.

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

RESPIRATORY: Poor inspiratory and expiratory effort. He has diffuse expiratory wheezes. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmur. The patient is tachycardic, but does not meet criteria for sepsis. All other vital signs are not consistent with SARS.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. There is no edema. No venous cord.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

RALSTON, ROBERT
Page 2

ASSESSMENT:
1. Strep pharyngitis.

2. Odynophagia.

3. Myalgia.

4. Bronchitis.

5. Acute asthma.
PLAN: In the clinic today, the patient received the following treatment:
1. Combination of albuterol and Atrovent nebulizer times one.

2. Rocephin 1 g IM.

3. Dexamethasone 10 mg IM.

After receiving these medications, the patient was observed for approximately 20 minutes and then reevaluated, he indicated that he is feeling much better and is comfortable being discharged.
The following tests were done. COVID negative. Flu negative. Strep positive.

The patient was sent home with the following medications:
1. Zithromax 250 mg two p.o. now, then in 24 hours one p.o. daily until gone.

2. XYZ mouthwash #80 mL. He will gargle 20 mL every morning and spit out.

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

The patient was strongly encouraged to increase fluids. I recommend Gatorade, Pedialyte and water. He states he understands and will comply. He was given strict return precautions and to go to the emergency room if we are closed and he is not better.
He was given opportunities to ask questions, he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA












