EARLS, MACKENZIE
DOB: 01/25/2001
DOV: 12/22/2022
HISTORY: This is a 21-year-old female presented with sore throat. The patient states this has been going on for approximately three days, but states she has been getting sick for over two weeks or so. She states she came in because of increased pain beyond her eyes on her cheeks and increased pain in the throat.

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: The patient reports runny nose. Discharge is green.

She reports congestion. She states her nose is stuffed up most of the time.
The patient reports sinus headache.
PHYSICAL EXAMINATION:
GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure 127/93.

Pulse 88.

Respirations 18.

Temperature 98.0.
HEENT: Throat – erythema and erythematous tonsils. Uvula is midline and mobile. Small amount of exudates. Edematous and erythematous uvula. Face – tender maxillary and frontal sinuses. No erythema or edema. No swelling.
NECK: Full range of motion. No rigidity. She has shotty anterior cervical nodes. Nodes are also tender.
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. No rebound. No guarding.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. No calf swelling or tenderness. She bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute pharyngitis.

2. Acute rhinitis.

3. Acute sinusitis.

4. Acute bronchitis.

PLAN: The patient’s Centor score is elevated. She has no fever. Tonsils have exudate. Anterior cervical lymph nodes are palpable and tender. Her age is 21. She follows into the category of age 15 to 14 years old which is one. Her score is approximately 4 which increased her risk for strep pharyngitis. She was not tested today. I will go ahead and treat this patient because of she has a sinus infection and rhinitis along with bronchitis.
She was sent home with the following medications:

1. Moxifloxacin 400 mg one p.o. daily for five days #5.

2. Albuterol MDI two puffs t.i.d. p.r.n. for wheezing/cough (she states she ran out of her medication and she does not have right now). She has a history of bronchitis/asthma.

3. Diflucan 150 mg one p.o. daily #1. She was given this prescription and she states she gets yeast infections when she takes antibiotics.

She was given the opportunity to ask question and she states she has none.
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