PAGEL, VERONICA
DOB: 09/27/1970
DOV: 01/13/2025
HISTORY: This is a 54-year-old female here with headache. The patient states this headache has been going on and off for the past month. She states she has a history of sinus headache, but this feels somewhat different. She states she has been taking her usual medication for headache with no improvement. She states it is not the worst headache of her life. She states the headache is approximately 7/10 located on left side of her face. She states headache is non-radiating. It is not associated with light. She denies nausea, vomiting, or diarrhea.

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: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

O2 saturation 100% at room air.

Blood pressure 139/84.

Pulse 104.

Respirations 18.

Temperature 97.5.
HEENT: Normal. Eyes: PERL. EOM full range of motion. No restrictions with range of motion.
FACE: Tender left maxillary frontal sinus region. Facial edema is present.
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.
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ABDOMEN: Nondistended. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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. Hypertension.

2. Diabetes.

3. Headache.

4. Chronic inflammatory arthritis.

5. Chronic pain.

6. Sinus headache.

7. Sinusitis.

8. Major depression.

9. Medication refill.

PLAN: Today, we did a CT scan without contrast of the patient’s brain. CT scan was normal. She was sent home with the following medications:

1. Zithromax 250 mg two p.o. now, one _______.

2. Cymbalta 60 mg _______ daily for 30 days #30.

3. Lisinopril 10 mg one p.o. daily for 90 days #90.

4. Metformin 1000 mg one p.o. b.i.d. for 90 days #90.

5. Singulair 10 mg one p.o. daily for 90 days #90.

6. Nasonex nasal spray two sprays each naris b.i.d. for 14 days.

She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

