KINDALL, JOHN
DOB: 06/24/2010
DOV: 01/23/2023
HISTORY: This is a 12-year-old who presented with his father with runny nose, headaches, and drainage in the back of his throat. The patient stated that this has been going on for approximately 10 or 11 days, but has gotten worse since last Wednesday. He is accompanied by father who states he brought him in because he is complaining of a pressure like headache located behind his eyes and his cheeks. He stated headache was gradual onset, not the worst of his life, worse with leaning forward.
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 throat pain.

He reports painful swallowing.

Denies stiff neck. Denies neck pain.

Denies increased temperature; however, he states he has been taking Tylenol and Motrin.

The patient reports cough. He states cough is dry.
PHYSICAL EXAMINATION:

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

O2 saturation 95% at room air.

Blood pressure 137/79.

Pulse 74.

Respirations 18.

Temperature 97.7.
FACE: Tender maxillary and frontal sinuses.
HEENT: Nose: Green discharge. Erythematous and edematous turbinates. Ears: Normal light reflex on bilateral TM. No effusion. No erythema. EAC is without edema or erythema. Negative tragal tug. Throat: Erythematous and edematous tonsils, pharynx and uvula: No exudates. Uvula is midline and mobile.
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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: Distended secondary to obesity. No guarding. No visible peristalsis.

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. Rhinitis.

3. Odynophagia.

4. Pharyngitis.

PLAN: The following tests were done in the clinic today. Strep, flu, and COVID; these tests were all negative.

The patient was sent home with the following medications:

1. Amoxicillin 500 mg, he will take one p.o. b.i.d. for 10 days #20.

2. Singulair 10 mg one p.o. daily for 30 days #30.

Advised to increase fluids, to come back to the clinic if worse or go to the nearest emergency room if we are closed.

He was given the opportunity to ask questions and he stated he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

