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NEW PATIENT HISTORY AND PHYSICAL
Patient Name: Gideon T. Ross
Date of Exam: 04/19/2022
History: Gideon is an 18-year-old pleasant white male who moved here from Hawaii. He states his parents are in military and services. He graduated from high school and moved here because friend lives here. He states he has an online job that he works the nightshift for past two months. He plans to move to study at UT San Antonio because his girlfriend is there and she is studying finance. He states he has the lease here on his apartment for one year till July.
History of Present Illness: This patient states in the past one year he has had at least three rounds of amoxicillin clavulanate, which is Augmentin for ear infections, but has not gotten well and he came in today with bilateral earache. His both ears appear infected and both ears hurt.
Past Medical History: His other medical problem includes, he states, another doctor has told him he has tachycardia and runs a heart rate of 100 or more, however, he not had much workup done. He states yesterday he got a notification on his iPhone that his heart rate had gone up to 170 transitorily, but today it is running about 80 to 88 per minute. The third problem the patient tells me is he has had some blebs in his lung and he states that probably happened after he traveled to Colorado. He has never had a chest tube put in. I do not know the extent of his blebs. He has not been told of any further treatment that he needed surgery or anything. The fourth problem is he has hard time focusing. He states he definitely has attention deficit, he noticed it in school too, but his mother is against ADHD medicines, but he states now he is an adult and he knows his problems; he runs late for everything and cannot focus well. So, he states he wants to get tested and take some medication. I told him we will need CNS VS testing and a UDS. The patient understands that.
No history of diabetes, hypertension or asthma.
Medicines: At home, none.

Physical Examination:
General: The patient is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He states he is in good health.
Vital Signs: As in the chart.

Gideon T. Ross
Page 2

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft. Nontender. No organomegaly.

Extremities: No phlebitis. No edema.

An EKG shows sinus rhythm within normal limits.

The Patient’s Problems:

1. Multiple, the most current pending problem that he made the appointment for was his bilateral otitis media and otitis externa.

2. History of tachycardia.

3. Possible attention deficit.

4. History of blebs in the lung.

Plan: As outlined. I have discussed the plan with the patient. I do not think he needs any further workup at this time, but for attention deficit as well as treatment of his otitis media, I have started him on Zithromax and Cortisporin ear drops. He may need an ENT consultation.
Nalini M. Dave, M.D.
