TARAS, JANNIE

DOB: 09/29/1966

DOV: 02/10/2024

HISTORY: This is a 57-year-old female here with runny nose, pain and pressure in the sinuses and sore throat. She said this has been going on for approximately a week. It is worse today and she rated pain is sharp had been approximately 6/10 increase with swallowing. Her sinus headache is the same, which is always had. She indicates she works in a daycare and exposed to kids with similar symptoms.

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 painful right ear.

The patient reports discharge from nose and discharge is green. Denies neck pain. Denies stiff neck. She reports cough said cough is productive of green sputum.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 137/78.

Pulse is 101.

Respirations are 18.

Temperature is 98.3.

HEENT: Nose: Congested. Erythematous and edematous turbinates with green discharge. Right Ear, erythematous TM, TM is dull to light reflex. There is no tragal tug. There is no ear canal without edema or erythema.
RESPIRATORY: Poor inspiratory and expiratory effort. She has diffuse inspiratory and expiratory wheezes. (She was offered breathing treatment here but she declines she said she has a nebulize machine at home with medication and we will take it when she gets home).
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ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait. Negative Homans sign. Negative tenderness to calf bilaterally.

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 bronchitis.

2. Chronic sinusitis.

3. Right otitis media acute.

4. Acute rhinitis.

5. Tobacco use disorder.

6. Pharyngitis.
PLAN: In the clinic, the patient received the following medication: Dexamethasone 10 mg IM and lincomycin 300 mg IM. She was observed in the clinic for approximately 15 minutes after then reevaluate. She reports no side effects from medications. She said she is kind to begin feel a little better. A consult was given the patient for otolaryngology UT physicians and otolaryngology in Woodlands. This is a second consult the original one patient did not make any effort to set up appointment date for visit.

She was sent home with the following medications: Clindamycin 300 mg one p.o. q.i.d. for 10 days, #40, prednisone 20 mg one p.o. q.a.m. for 14 day, #14, and Tessalon 100 mg one p.o. t.i.d. for 10 day, #30. I advised to increase fluids and encouraged patient to stop smoking. She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

