JOHNSON, GERALD
DOB: 05/16/1955
DOV: 10/05/2023
HISTORY: This is a 68-year-old gentleman here with ear pain. The patient stated this has been going on for approximately eight days and has gotten worse today. He described pain as sharp. He rated pain 7/10, increased with touch. He 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 also reports pain and pressure in his sinuses region. He states that has been going on for a while probably 21 days or so. He states he also has runny nose and has increased pain in his sinus area with leaning forward.

The patient reports body aches.

The patient reports chills.
The patient reports sore throat/throat pain. He denies travel history. Denies being exposed to others with similar symptoms.

PHYSICAL EXAMINATION:

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

O2 saturation 100% at room air.

Blood pressure 139/70.

Pulse 69.

Respirations 18.

Temperature 97.0.

HEENT:

Face: Tender maxillary and frontal sinuses.

Nose: Congested with green discharge. Erythematous and edematous turbinates.

Throat: Erythematous and edematous tonsils, pharynx and uvula. No exudate present.
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Uvula is midline and mobile.
Ears: Erythematous left TM. TM is dull to light reflex. There is effusion present. The effusion appeared purulent.

No tragal tug. No mastoid tenderness.
NECK: Full range of motion. No rigidity. No meningeal signs. No palpable tender nodes.
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. Normal bowel sounds. No rigidity. No guarding.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. He bears weight well with no antalgic gait.

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

2. Acute rhinitis.

3. Acute otitis media, left.

4. Left ear pain.

5. Sore throat.

PLAN: In the clinic today, the following tests were done.

1. Strep.
2. Flu A and B.

3. COVID.

These tests were all negative.

The patient requests to have his labs drawn for his routine chronic issues. He states he fasted and has not eaten since mid night last night. Labs were drawn as follows: CBC, CMP, lipid profile, PSA, testosterone, T3, T4, TSH, and vitamin D.
He was sent home with the following medications:

1. Allegra 180 mg one p.o. daily for 90 days.

2. Flonase 27.5 mcg two sprays each nostril b.i.d. for 10 days.

3. Zithromax 250 mg he will take two p.o. now then one p.o. daily until gone #6.

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