GUILLOT, GARY

DOB: 01/24/1985

DOV: 09/22/2022

HISTORY: This is a 37-year-old gentleman here with headaches.

The patient stated the pain started last night with gradual onset not a worse headache of his life. He rated pain as 3/10 and states pain increases when he leans forward, stated the pain is located behind his eyes and his cheeks.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: 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.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient reports increased temperature, reports fatigue, reports body aches. Denies nausea, vomiting or diarrhea. Denies photophobia. Denies double vision or blurred vision. Endorses cough and states cough is dry. Denies chest pain. Denies rash.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented obese gentleman in mild distress. 

At this point, reflecting the patient’s vital signs, he screams, positive for SIRS. We talked about what SIRS means and the possibility that he could be having a serious infection and he should go on to the emergency room. He states he does not want to go to any emergency room and he is requesting that we try something here and if he gets worse he will go the emergency room.

VITAL SIGNS: 

O2 saturation 97% on room air

Blood pressure 146/90.

Respirations 18.

Temperature 100.

HEENT: Normal.
FACE: Tender maxillary and frontal sinuses.
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NOSE: Congested.

THROAT: Erythematous and edematous tonsils, pharynx, and uvula. 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.

CARDIOVASCULAR: Regular rate and rhythm with no murmur. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis. Normal bowel sounds. No tenderness to palpation.

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. 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. Myalgia.

3. Fever.

4. Hypertension.

5. Obesity.

6. Sinus headache.

PLAN: In the clinic I gave the patient Tylenol 1000 mg p.o, Rocephin 1 g IM. A flu test was done. A flu test was negative. He was given work excuse to be away from work for the next five days. A COVID test was also done. COVID test was negative. The patient was sent home with the following prescription Zithromax 250 mg two p.o now and then one p.o daily, Ibuprofen 800 mg one p.o t.i.d for pain and fever. Advised to increase fluids. Strongly encouraged this patient to go the emergency room. He states if he does not feel better by the end of the day he will.

He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

