SIMPSON, VELISA
DOB: 02/23/1971
DOV: 12/11/2023
HISTORY: This is a 52-year-old female here with sore throat. The patient states this has been going on for a while probably about 10 days or so, but has gotten worse in the last three days. She states she has been using over-the-counter medication with no improvement. She described pain as sharp, worse with swallowing. She states pain is approximately 6/10.

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 runny nose. She states discharge from her nose is green.
The patient reports nasal congestion.

The patient reports pressure and pain in her left maxillary and frontal sinuses. She reports pain and pressure behind her eyes.

Neck: She denies stiff neck or painful lymph nodes. She denies pain in her neck.
Respiratory: She reports cough. She states cough is productive of green sputum.
The patient reports pain and pressure behind her eyes, left maxillary and frontal sinus area. The patient reports chills, myalgia, and increased temperature which she states response to Tylenol.
PHYSICAL EXAMINATION:

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

O2 saturation 99% at room air.

Pulse 73.

Respirations 18.

Temperature 98.1.
HEENT: Normal.
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NECK: Full range of motion. No rigidity. No meningeal signs.

THROAT: Erythematous and edematous uvula, tonsils, and pharynx. No exudates. Uvula is midline and mobile.

FACE: Tender left frontal and maxillary sinuses. No facial edema or erythema.
NOSE: Congested, green discharge, erythematous and edematous turbinates.

EARS: Right ear TM is erythematous with effusion. Negative tragal tug. Negative mastoid tenderness.

RESPIRATORY: Poor inspiratory effort. The patient goes into cough fit with deep inspiration. There are mild expiratory wheezes.

In the clinic today, the patient received the following medications:

1. Rocephin 1 g IM.
2. Dexamethasone 10 mg IM.

3. Nebulizer treatment Atrovent and albuterol x1.

The patient was monitored in the clinic after medication for approximately 10 to 15 minutes then reevaluated. She reports feeling little better. She states daily nebulizer worked well for her cough.
The following tests were done in the clinic today: Strep A and B, flu A and B, and COVID, these tests were all negative.

The patient was sent home with the following medications:

1. Albuterol MDI two puffs t.i.d. p.r.n. for wheezes/cough #3 inhalers.
2. Albuterol 2.5/3 mL, 3 mL with home nebulizer t.i.d. p.r.n. for cough. Nebulizer machine with tubing and mask #1. She was educated on its use.
3. Zithromax 250 mg two p.o. now then one p.o. daily until gone #6.

4. Prednisone 20 mg one p.o. q.a.m. 10 days #10.

5. Tessalon 200 mg one p.o. t.i.d. for 10 days #30.

Advised to increase fluids and to avoid cigarette smoke. The patient is a smoker. She was strongly encouraged to stop.

She was given the opportunity to ask question and she states she has none.
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