URESTI, ROSANGELICA
DOB: 09/24/1993
DOV: 01/03/2022
HISTORY: This is a 28-year-old female here with cough. The patient stated this has been going on for approximately a week or two, but has gotten worse in the last five days. She states cough is productive of green sputum, sometimes yellow. She states that she works at nights and her facility that she works at is cold and noticed whenever she is exposed to cold it increases her cough. The patient denies travel history.
REVIEW OF SYSTEMS: The patient stated that she had a COVID test two days ago and it was negative. She states she does want to have another one today. She reports throat pain. She states pain is approximately 6/10 and worse with swallowing. She described pain as sharp. The patient reports headache. She states it is not the worst headache of her life. She states she has sinus infection and headache feels like another episode of sinus infection. Described headache as pressure like that is non-radiating and located in her cheeks and behind her eyes. The patient reports runny nose, she states discharge from her nose is green, she states her nares are congested.

PHYSICAL EXAMINATION:

GENERAL: She is an alert and oriented, obese young lady.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 137/82.
Pulse 102.

Respirations 18.

Temperature 97.9.

HEENT: Nose: Green discharge. Edematous and erythematous turbinates. Nares are congested. Throat: There is edema and erythema. Uvula is midline and mobile. No exudate.
FACE: Tender maxillary and frontal sinuses. No facial edema or erythema.

NECK: Full range of motion. No rigidity. No meningeal signs. The patient indicated that she has a little lump in the back of the neck that hurts. On physical exam, there is a subcentimeter marble like structure that is mobile, tender to palpation in the posterior cervical triangle on the left.
RESPIRATORY: Poor inspiratory and expiratory effort. She has diffuse inspiratory and expiratory wheezes. The patient goes into a cough fit with deep inspiration.

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

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. Normal bowel sounds. 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.
NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT/PLAN:
1. Influenza A, acute.

2. Influenza B, acute.

3. Acute pharyngitis.

4. Acute sinusitis.

5. Acute rhinitis.

6. Posterior cervical lymphadenopathy.

In the clinic today, the patient received the following:
1. A nebulizer treatment consists of Atrovent and albuterol x1.
2. Dexamethasone 10 mg IM.
3. Rocephin 1 g IM.
She was observed in the clinic for an additional 15 to 20 minutes after which she reports no side effects from the medication and improvement in her symptoms.

We will be doing some labs because the patient states she is concerned that this lump on her neck may be more than just a lymph node. We will do some labs CBC, CMP, TSH, T3, T4, A1c and we will schedule the patient to revisit for reevaluation once these labs are available.
She was sent home with the following medications:
1. Tamiflu 75 mg one p.o. b.i.d. for five days, #10.

2. Zithromax 250 mg two p.o. now, then one p.o. daily until it is gone, #6 (this is for bronchitis and pharyngitis).

3. Singulair 10 mg one p.o. daily for 30 days, #30.

4. Prednisone 20 mg one p.o. daily for five days.
Advised to increase fluids and to come back to clinic if worse or go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

