TARAS, JANNIE

DOB: 09/29/1966

DOV: 02/19/2022

HISTORY: This is a 55-year-old young lady here with complaints of runny nose and ear pain. The patient states that this has been going on for approximately a week and has gotten worse in the last two days. She described pain as sharp and non-radiating. Pain is in both ears, but worse on the right. The patient denies trauma.

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: The patient denies chills, myalgia. Denies increased temperature. Denies body aches. Denies headache. Denies neck pain. Denies double vision or blurred vision.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 110/70.
Pulse 81.

Respirations 18.

Temperature 98.3.

HEENT: Normal. Ears: Erythematous TM with effusion. No tragal tug. No mastoid tenderness. No erythematous or edematous EAC. Nose: Congested with clear discharge. Erythematous and edematous turbinates.
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. No cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.
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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 grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Hypertension (well controlled).

2. Medication refill.

3. Otitis media with effusion.

4. Rhinitis.

5. Vitamin D deficiency.

PLAN: The patient’s medications were refilled as follows:
1. Vitamin D3 50,000 units one p.o. weekly, #13; this is for her vitamin D deficiency.

2. Lisinopril 10 mg one p.o. daily for 90 days, #90; this is for her hypertension.

3. Clarithromycin 500 mg one p.o. b.i.d. for seven days; this should be for her ear infection. She has an allergy for penicillin and does not like Z-PAK. She states it never works for her.

4. Singulair 10 mg one p.o. daily for 30 days, #30; this is prescribed for her rhinitis.
She is given the opportunity to ask questions, she states she has none.
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