CLINIC VISIT NOTE

_______, JOANN
DOB: 09/13/1954
DOV: 11/16/2024
The patient presents with history of occipitofrontal headache with some discomfort, pressure in both ears, with congestion and cough. The headache is rated to be 8/10, slight nausea, constant throbbing type headache, being sick for the past four days. He states he has taken NSAIDs and Tylenol at home without relief.
PAST MEDICAL HISTORY: He has complicated history with history of high lipid disease, migraines, anxiety disorder and GERD.
SOCIAL HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in moderate to mild distress. Head, eyes, ears, nose and throat: No evidence of bleeding from nostrils. Slight inflammation of pharynx. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

PLAN: The patient’s routine testing requested to be done. The patient was given Toradol 60 mg IM with some relief with flu testing.
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