QUIROZ, SINAI
DOB: 01/21/2002
DOV: 12/22/2022
HISTORY: This is a *__________*.
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: She is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure 125/79.

Pulse 79.

Respirations 18.

Temperature 97.7.
HEENT: Throat – erythematous pharynx, tonsils and uvula. Nose – no exudates. Uvula is midline and mobile. Ears – erythematous TM. TM is dull to light reflex. She has fluid in the TM. Fluid appeared purulent.
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.

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

ABDOMEN: Obese. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
ASSESSMENT:
1. Acute pharyngitis.

2. Otitis media.

3. Medication refill.
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PLAN: The patient was sent home. We did a flu and strep test today. Flu and strep were both negative. The patient was sent home with amoxicillin 875 mg one p.o. b.i.d. for 10 days #20. She was given antibiotic because of her ear infection.

She was encouraged to buy over-the-counter Tylenol or Motrin for pain, to increase fluids and to come back to the clinic if worse or go to the nearest emergency room if we are closed.

Rafael De La Flor-Weiss, M.D.
Philip S. Semple, PA

