BAKER, GINA
DOB: 01/26/1966
DOV: 09/06/2022
HISTORY OF PRESENT ILLNESS: This is a 56-year-old female patient here with complaints of acute-onset sore throat and sinus pressure, sinus headache, also has cough that she refers to as mild, worse when she lies down.
The patient denies any chest pain, shortness of breath, abdominal pain or activity intolerance. She carries on her normal day activities in normal form and function. There are no other issues verbalized to me today. By way of aggravating or relieving factors, she is better with rest, worse with activities. She is not taking any over-the-counter medicines for any relief as well.

Normal bowel and urination habit as well.

The patient also is needing a refill of her amlodipine. She currently was taking 10 mg a day, but she would cut the pill in half; so, therefore, we will refill the amlodipine at 5 mg instead of 10 mg. Her blood pressure today is well controlled at 122/76.

ALLERGIES: This patient has no known drug allergies.
CURRENT MEDICATIONS: All reviewed in the chart.
PAST MEDICAL HISTORY: Diabetes, hypertension, hypothyroid, hyperlipid, and gastroesophageal reflux.
PAST SURGICAL HISTORY: Hysterectomy and C-section.
SOCIAL HISTORY: She does smoke one pack of cigarettes on a daily basis.
PHYSICAL EXAMINATION:
GENERAL: The patient is awake, alert and oriented, well nourished, well developed and well groomed, in no distress, interacts well with me through the exam today.
HEENT: Eyes: Pupils are equal, round and react to light. Ears: Do show some mild bilateral erythema. Landmarks are not visible. Oropharyngeal area erythema noted. Mild strawberry tongue noted. Oral mucosa is moist.

NECK: Soft. No thyromegaly. No masses. No lymphadenopathy.

LUNGS: Clear to auscultation. Normal respiratory effort is observed.
HEART: Regular rate and rhythm. Positive S1 and positive S2. There is no murmur appreciated.
ABDOMEN: Soft and nontender.
Remainder of exam is unremarkable.
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LABORATORY DATA: Labs today include a flu test, strep test and COVID-19 test. All of these were negative today.

Her last A1c was 7.5. She tells me in the morning the highest that her blood sugars have ever been is 150.

ASSESSMENT/PLAN:

1. Hypertension well controlled. She had her amlodipine filled approximately three months ago. It was 10 mg. She has been taking one-half of a tablet off and on. She was here just a few days prior for medication refill of her antihypertensive medication amlodipine. We will refill that at 5 mg daily as she did not get that filled at that time.
2. Concerning her episodic visit today, acute pharyngitis and acute sinusitis, the patient will receive Augmentin 875 mg b.i.d. for 10 days and Medrol Dosepak.
3. Cough. Bromfed DM 10 mL four times daily p.r.n. cough, quantity 240 mL.
4. The patient is to get plenty of fluids, plenty of rest, monitor symptoms and return back to clinic or call me if not improving. Plan of care has been reviewed with her in detail.
Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

