CHAY, PEDRO
DOB: 05/19/1975
DOV: 02/21/2026
HISTORY: This is a 50-year-old gentleman here for followup.

The patient indicated that two to three days ago, he was here with flu like symptoms and was tested positive for COVID. He sates he is here to re-exam and to make sure he does not still have it.
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 headache. He states headache is not worse of his life it is approximately 3/10, but states nagging. He denies blurred vision or double vision. Denies rash. Denies neck pain or stiff neck.
PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented in mild distress.

NOSE: Congested clear discharge. Erythematous and edematous turbinates.

THROAT: Pharynx. No edema. No erythema. No exudates. Uvula is midline and mobile.

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. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

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. Repeat COVID test. COVID test is repeated and test was negative.
2. Toradol IM. This is for his headache.
PLAN: He was sent home with baclofen 10 mg one p.o. t.i.d. for 14 days #42. He was given the opportunity to ask questions he states he has none. He indicated that the after the shot his headache is better.
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