HULETT, RYAN

DOB: 08/17/1977

DOV: 04/20/2023

HISTORY: This is a 45-year-old gentleman here with headaches. The patient states this has been going on for approximately two days and headache with gradual onset. He states he has a history of migraine and just feels somewhat different. He states headache is like pressure behind his eyes and pressure is in occipital region. He states pain is approximately 8/10 and increased with motion and light.

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 body aches, postnasal congestion. He states he has green discharge from his nose. He reports pain to his throat. He states he was exposed to someone who tested positive for strep.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS: 

O2 saturation 99%at room air.

Blood pressure 148/98.

Pulse 56

Respirations 18.

Temperature 97.3.

HEAD: Negative. No tenderness to palpation. His temporal arteries no deformity. No edema. No abrasions. No lacerations. 

HEENT: Nose: He has green discharge and is congested. Erythematous and edematous turbinates.

THROAT: Erythematous tonsils uvula and pharynx. No exudates. 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.
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CARDIAC: Regular rate and rhythm with no murmur

ABDOMEN: Nondistended. No guarding.

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 x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Headache.

2. Sinus headache.

3. Pharygitis.

4. Myalgia.

PLAN: The patient and I had a lengthy discussion. We discussed the fact that he states his headache is different from his migraine headache and the need for further studies NOW. The patient states he understands and he states he has appointment with his primary care doctor tomorrow and does not want to go the emergency room now. He states he will wait until tomorrow and see his primary care doctor and see what his primary care doctor recommend. We had a lengthy discussion as to the differentials that may cause headache to be different and the significance of these differentials. He states he understands. I will take a chance to wait until tomorrow and see his primary care provider.

The following tests were done in the clinic today. 

1. Flu A and B test.

2. COVID.

3. Strep.

These results were negative. The patient request that we give him something for his headache and may be something he thinks he may have sinus infection. So I did. I will give him some amoxicillin 500 mg one p.o. t.i.d. for 10 days, #30. For his headache, I gave him Maxalt 10 mg one p.o q.2h.  He was advised not to exceed three capsules in 24 hours. He was strongly encouraged to go to the emergency room because of the nature of his headache. He states he understands and is going to wait until tomorrow. He states however “if my pain gets worse tonight I will go to the emergency room”. 

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

