NEAL, MADISON
DOB: 09/01/1993
DOV: 08/18/2025
HISTORY: This is a 31-year-old obese female here with left ear pain and nasal congestion. The patient stated this has been going on for approximately 14 days or so, was seen by TeleMed and was given two different antibiotics with no relief. She states she came in because she has an increased pain in her left ear. She rated pain as 6/10, worse with touch. She states the pain is non-radiating and is confined to her ear.

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.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, and morbidly obese young lady.

VITAL SIGNS:

O2 saturation 94% at room air.

Blood pressure 135/96.

Pulse 94.

Respirations 18.

Temperature 97.9.
NOSE: Congested with green discharge. Erythematous and edematous turbinates.

LEFT EAR: Positive tragal tug. No mastoid tenderness. External ear canal is erythematous and edematous.

TM has fluid. Fluid appeared purulent. It is dull to light reflex and erythematous.

RESPIRATORY: Poor inspiratory and expiratory effort. She has expiratory wheezes diffusely. No use of accessory muscles. No respiratory distress. No paradoxical motion.

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

ABDOMEN: Distended secondary to obesity. No tenderness to palpation.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

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.
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ASSESSMENT:
1. Reactive airway disease.

2. Rhinitis.

3. Ear effusion.

PLAN: The patient is on Augmentin and she is still taking that.

She indicated that she did a COVID tests at home and these were negative.
The patient was given nebulizer treatment consisting of albuterol and Atrovent x1. She was given injection of dexamethasone 10 mg IM. Skin testing was ordered, but did not complete because the machine got broken.

She was reevaluated after about 10 minutes or so. She stated that she is feeling much better and is comfortable with discharge plans. The test considered, but did not get done today is skin test; there was something wrong with the machine.
The patient was sent home with the following medications:

1. Prednisone 10 mg one p.o. daily for 10 days #10.

2. Albuterol 90 mcg MDI two puffs t.i.d. p.r.n. for cough and wheezing.

3. Cortisporin 3.5/10,000/10/mL three drops three times daily for 10 days.

The patient had a PFT done in the clinic. PFT does demonstrate some obstructive pattern.

In the clinic today, the patient received albuterol and Atrovent nebulizer treatment x1 and dexamethasone 10 mg IM.

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