MACIAS, CHRISTIE
DOB: 09/05/1976
DOV: 06/30/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today with fever, body aches, chills x 2 days, cough, and runny nose, has not taken anything at home for symptom management. No shortness of breath noted.

PAST MEDICAL HISTORY: Hypothyroid, dyslipidemia, migraines, depression, and obesity.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Occasional ETOH. No tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert, and oriented x 3.
EENT: Eyes: Pupils are equal, round and reactive to light. Ears: Bilateral cannular erythema. No tympanic membrane bulging. Appropriate light reflex bilaterally. Nose: Clear rhinorrhea. No turbinate edema. Throat: Mild erythema and tonsillar edema. No exudate noted. Airway is patent.
NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

LABS: Testing in the office, flu and COVID, both negative.
ASSESSMENT: Fever of unknown origin, cough, postnasal drip, and upper respiratory infection.

PLAN: We will provide Rocephin and DEX in the clinic as well as Medrol Dosepak and Z-PAK for treatment. The patient is discharged in stable condition. Advised to follow up as needed.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

