OVERSTREET, SANDRA

DOB: 11/14/1952

DOV: 02/24/2022
HISTORY: This is a 69-year-old female here with nasal congestion.
The patient stated this has been going on for over a month and has been using over-the-counter cough and cold medication with no improvement. She states that usually she has a history of sinus infection around this time of year and this is how it usually starts and states that the only medication works well for her is Zithromax. She states that she has been taking amoxicillin, which was prescribed to her *_________* with no improvement.

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 reports discharge from her nose, its color is green.

The patient reports pain and pressure in her sinuses.

The patient reports itching all over. She states she does not have a rash, but it just feels like she has to itch (she denies change in soap, foods, change in detergent, perfumes or any new medication, she denies any new pets).
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:
O2 sat 97.8%.
Blood pressure 140/88.
Pulse 84.
Temperature 97.2.
FACE: No redness. No swelling. Does report pressure-like pain in her maxillary and frontal sinuses.
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HEENT: Nose: Green discharge, congested. Erythematous and edematous turbinates. Ears: There is no erythema of the TM. No effusion present. No tragal tug. No mastoid tenderness. Throat: No edema. No erythema. Uvula is midline and mobile.

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.

ABDOMEN: Soft and nontender. No organomegaly. No rebound or 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 are normal.

ASSESSMENT:
1. Acute allergies.

2. Acute sinusitis.

3. Acute rhinitis.

4. Acute cough.

5. Acute bronchitis.

PLAN: The patient was educated on her condition. She was given the opportunity to ask questions, she states she has none.
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