ORTEGA, LORENE

DOB: 11/14/1972

DOV: 04/27/2023

HISTORY: This is a 50-year-old female here with pain and pressure behind her eyes and her cheeks. The patient states this has been going on for a while, but has gotten worse in the last two days when it began to rain yesterday. She described the pain like pressure like. It is non-radiating. It is not the worse headache of her life. She states she has a history of sinusitis and symptoms are similar.

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 runny nose/congested nares. The patient reports fullness and pain in her left ear. Denies nausea, vomiting, or diarrhea. Denies abdominal pain. Denies chills, myalgias. Denies increased temperature.

PHYSICAL EXAMINATION:

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

VITAL SIGNS: 

O2 saturation 100% on room air.

Blood pressure 135/94.

Pulse 79

Respirations 18

Temperature 98.0.

NOSE: Congested. Green discharge. Erythematous and edematous turbinates.

FACE: Tender maxillary and frontal sinuses. No facial edema or erythema.

EAR: There is effusion behind the TM of her left ear. Effusion appears purulent. Dull with light reflex. No tragal tug. No mastoid tenderness.

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.

CARDIAC: Regular rate and rhythm with no murmur. No peripheral edema. No peripheral cyanosis.
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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. She bears weight well with no antalgic gait.

ASSESSMENT:
1. Allergic rhinitis.

2. Acute sinusitis.

3. Weight management.

4. Yeast infection prophylaxis

5. Left otitis media with effusion.

PLAN: The patient will receive the following prescription: Allegra 180 mg one p.o daily for 30 days, #30, amoxicillin 875 mg one p.o b.i.d for 10 days, #20, Diflucan 150 mg one p.o daily for two days, #2. She is advised to take it only if she has the signs and symtoms of yeast infection, Phentamine 37.5 mg one p.o daily for 30 days, #30 days for weight management. She did report improvement when she started taking this medication and since then to now she lost three pounds.

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

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

