LARA, VANESSA
DOB: 10/17/2001
DOV: 02/16/2023
HISTORY: This is a 21-year-old female here with throat pain. The patient states that this has been going for approximately one week but it has gotten worsen last two or three days. She states that pain is approximately 6/10 and increase with swallowing. Pain is confined to her throat and is non-radiating. She denies trauma.

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 chills, myalgia, increased temperature (she takes Tylenol/Motrin for her temperature).

She reports cough, cough is dry.

Denies chest pain. Denies swelling in her lower extremities.

Denies nausea, vomiting or diarrhea.

She denies rash.
PHYSICAL EXAMINATION:
GENERAL: She is an alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure 122/72.
Pulse 82.

Respirations 18.

Temperature 97.9.

HEENT: Throat, erythematous and edematous tonsils, pharynx and uvula. No exudates. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity. No meningeal signs. No palpable nodes.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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ABDOMEN: Soft and nontender. No organomegaly. Normal bowel sounds. No distention. No guarding.
SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion with upper and lower extremities. No discomfort with range of motion. She 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 febrile illness.

2. Acute pharyngitis.

3. Acute tonsillitis.

PLAN: In the clinic today the following test was done. Strep, COVID, and flu test. All tests were negative. However clinically the patient appears to have pharyngitis and tonsillitis. She will be treated with antibiotics as follows Zithromax 250 mg two p.o. now then one p.o. daily until gone #6. Prednisone 200 mg she will take day one 5 p.o., day two 4 p.o, day three 3 p.o., day four 2 p.o. and day five 1 p.o. for total of 15, no refills. She will be excused from work because I think the condition is contagious. She will return to work on February 20, 2013, with no restrictions. She was given the opportunity to ask questions she states she has none.
Rafael De La Flor-Weiss, M.D.
Philip S. Semple, PA

