HORN, BRYAN
DOB: 07/26/1967
DOV: 06/27/2022
HISTORY: This is a 54-year-old gentleman here with pain and pressure behind his eyes and his cheeks bilaterally, but it is worse in his left. The patient stated this has been going on for approximately two weeks, but has gotten worse in the last four days. He described pain as pressure-like, worse with leaning forward. He states pain is nonradiating and is confined to his left orbit and frontal sinus region. The patient described pain as pressure-like, worse with leaning forward. The pain is nonradiating.

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: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 142/73.

Pulse 74.

Respirations 18.

Temperature 97.2.
HEENT: Normal. Oral Exam: No erythematous tonsils, uvula or pharynx. Uvula is midline and mobile.
FACE: Tender bilaterally in maxillary and frontal sinus region. No edema. No erythema.

NECK: Full range of motion. No rigidity. No meningeal signs. No tender nodes. Thyroid is normal with no mass palpable.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No paradoxical motion. No respiratory distress.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Mild distention. No tenderness to palpation. Normal bowel sounds.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

HORN, BRYAN

Page 2

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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute sinusitis.

2. Hypertension.

3. Chronic gout.

4. BPH.

5. Increased cholesterol.

6. Chronic migraines.

7. Diabetes type II.

PLAN: The patient was discharged with:
1. Zithromax 250 mg two p.o. now and then one p.o. daily until it is all gone.

2. Motrin 600 mg one p.o. t.i.d. for 10 days #30.

3. Allopurinol 300 mg one p.o. daily for 90 days #90.

4. Butalbital/ACET/caffeine 50/325/40 mg, he will take one p.o. q.4h. p.r.n. #90.
He was given the opportunity to ask questions and he states he has none. He was advised to increase fluids, to come back to clinic if worse.
Medications refilled as follows:

1. Zithromax 250 mg two p.o. now, then one p.o. daily until gone.

2. Motrin 600 mg one p.o. t.i.d. for 10 days #30.

3. Butalbital/acetaminophen/caffeine 50/325/40 mg, he will take one every four hours p.r.n. for headache.

4. Allopurinol 300 mg one p.o. daily for 90 days #90.

5. Xarelto 20 mg one p.o. daily for 90 days #90.

6. Finasteride 5 mg one p.o. daily for 90 days #90.

7. Flavoxate two p.o. b.i.d. for 90 days #360.

8. Lisinopril/HCTZ 10/12.5 mg one p.o. daily for 90 days #90.

9. Metformin 1000 mg one p.o. daily for 90 days #90.

10. Tamsulosin 0.4 mg one p.o. daily for 90 days #90.

11. Pravastatin 20 mg one p.o. daily for 90 days #90.

He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

