MORENO, ELMER
DOB: 01/20/1991
DOV: 02/17/2022
HISTORY: This is a 31-year-old gentleman with painful swelling on his left jaw area. The patient denies trauma. He states he thinks he is having a reaction to something he ate last night, but states he has no itching, just swelling, which has progressively gotten worse in the last two or three days. He states he has some pain, which he described as aching, rated pain approximately 6/10 and worse with touch. It is nonradiating and confined to his left jaw region.

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: He denies chills, myalgia, nausea, vomiting or diarrhea. He denies stiff neck. He denies neck pain. He denies headache. Denies blurred vision or double vision. He states he is eating soft foods okay, but cannot tolerate solids as much.

PHYSICAL EXAMINATION:

GENERAL: An alert and oriented, obese gentleman.

VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 145/85.
Pulse 73.

Respirations 18.

Temperature 98.1.

HEENT: Oral Exam: Around #16 and #17, there is periodontal edema, erythema and tender to palpation. No discharge or bleeding. There is some soft tissue swelling on the left upper jaw region. There is no migrating erythema. He has good range of motion of his TMJ with mild discomfort.
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.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No rigidity. Normal bowel sounds.
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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. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Dental abscess.

2. Tooth pain.

3. Mildly elevated blood pressure.

The patient was sent home with the following medications:
1. Amoxicillin 875 mg one p.o. b.i.d. for 10 days, #20.

2. Mobic 15 mg one p.o. daily for 30 days, #30.
The patient in the clinic received the following medication, dexamethasone 10 mg IM, he was observed in the clinic for approximately 10 to 15 minutes and then reevaluated. He reports no signs or symptoms of allergic reaction to the medication. He is comfortable with my discharge plan. He was advised that if the medication that we are prescribing does not work he may need to see a dentist for definitive care, he states he understands, but while infection is active usually dentist will not see him at that point. He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

