PORTILLO, ANA
DOB: 04/21/1969
DOV: 06/23/2025
HISTORY: This is a 56-year-old female here with throat pain. The patient states this has been going on for approximately five days, but has gotten worse. It is sharp rated pain 6/10 worse with swallowing. So pain is confined to the throat and does not radiate.
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 bilateral ear pain. She reports mouth pain. She states she has some ulcers in her mouth. The patient reports body aches, weakness, and fatigue.
She reports cough and shortness of breath.
All systems were reviewed and were negative except for those mention above.

PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.
Blood pressure 126/86.
Pulse 72.

Respirations 18.

Temperature 98.2.
THROAT: Erythematous and edematous tonsils pharynx and uvula. Uvula is midline and mobile.

EAR: Erythematous TM. Effusion appears purulent. Poor light reflex. This is in both ears.

ORAL EXAM: Single ulcer in the surface of lower lip.
NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes to cough with deep inspiration. She has mild inspiratory and expiratory wheezes. This is diffusely.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. Normal bowel sounds. No tenderness to palpation. No rebound. No peritoneal signs.
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.
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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. Acute pharyngitis.
2. Fatigue.
3. Myalgia.

4. Otitis media.
5. Acute bronchitis.

6. Oral ulcers.

PLAN: In the clinic today, we did the following tests. Strep, COVID, and flu these tests were all negative.
The patient was given the following injections in the clinic today:
1. Rocephin 1 gram IM/
2. Dexamethasone 10 mg IM.
She was observe in the clinic for period of approximately 20 minutes then reevaluated she states she is beginning to feel little better. The patient requested to be off from work. She was given off until next Monday 06/30/2025. She was sent home with the following medications:

1. Prednisone 10 mg one p.o. q.a.m. for 10 days #10.

2. Zithromax 250 mg two p.o. now then one p.o. daily until gone #6.

3. Motrin 800 mg one p.o. t.i.d. p.r.n. #30.
4. Vitamin D 50,000 units one p.o. weekly for 90 days #12.

Vitamin D was included because her labs were reviewed. She had some labs drawn here on 06/19/2025. Her labs reveal decreased vitamin D. She was given the opportunity to ask questions, she states she has none.
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