BOLTON, MARGARET
DOB: 04/11/1973
DOV: 01/06/2022
HISTORY: This is a 48-year-old young lady here with green discharge from her right eye and red eye. The patient states this has been going on for approximately two days and has gotten worse today. She states she came in because this morning when she woke up her eyelids were closed shut with green stuff, she states she wiped it off with a warm damp towel.

PAST MEDICAL HISTORY: Reviewed and compared to the last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to the last visit, no changes.

MEDICATIONS: Reviewed and compared to the last visit, no changes.

ALLERGIES: Reviewed and compared to the last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to the last visit, no changes.

FAMILY HISTORY: Reviewed and compared to the last visit, no changes.

REVIEW OF SYSTEMS: The patient denies double vision or blurred vision.
She denies decreased vision. The patient denies trauma.

GU: The patient also stated she would like to have something to help her with her period. She states that since Thanksgiving she has been on her menstrual period and has not stopped. She stated that she thinks it might be stress because she lost her father around that time and has been bleeding since. She stated she changed an average of two or three pads per day.

She denies dizziness or weakness. She denies chest pain. Denies nausea, vomiting or diarrhea.

PHYSICAL EXAMINATION:

GENERAL: She is an alert and oriented, obese young lady in mild distress.

VITAL SIGNS:
O2 saturation is 96% at room air.
Blood pressure is 165/85.
Pulse is 91.
Respirations are 18.
Temperature is 97.5.

HEENT: Normal. Eyes: Right conjunctiva is injected. There is green discharge on the inner lower lid. There is no periorbital edema or erythema. No periorbital tenderness to palpation. No upper or lower lid edema or erythema. Visual Acuity: The patient counts fingers with no difficulties, both eyes. Peripheral vision is normal.
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NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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

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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and Affect: The patient is depressed. When she talks about her father, she starts tearing up and crying. I allowed the patient to continue talking about her father until she has felt much more comfortable. She denies HI or SI.

ASSESSMENT/PLAN: She was discharged with the following medications:

1. Methergine 0.2 mg one p.o. t.i.d. for seven days #21.

2. TobraDex 0.3%/0.1% suspension two drops t.i.d. for 10 days 10 mL

She was given the opportunity to ask questions and she states she has none. She was advised to come back to the clinic if worse or go to the nearest emergency room if we are closed.
She was reassured and advised to come back if she is worse or go to the nearest emergency room if we are closed, particularly if she has dizziness or weakness.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
