BLEVIINS, KENNETH

DOB: 07/11/1974

DOV: 02/12/2024

HISTORY: This is a 49-year-old gentleman here with tooth pain. The patient states this has been going on for approximately three days. He states symptoms started mild, but has gotten worse. The pain is approximately 7/10 increased with touch and chewing. He states the pain is located in the upper left jaw area. The patient is non-radiating and confined to his upper left maxilla.

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 denies chills and myalgia. Denies neck pain. Denies stiffness in his jaw. He states he is drinking well. Denies headache. Denies increased temperature.

PHYSICAL EXAMINATION:

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

VITAL SIGNS: 

O2 saturation 98%at room air

Blood pressure 194/94.

Pulse 73.

Respirations 18

Temperature 97.2.

ORAL: Tooth number 13 severely decayed with peridontals edema and erythema. Tender to palpation. No bleeding or discharge. TMJ he has full range of motion. No restrictions with range of motion with TMJ.

FACE: No edema or erythema of his face.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress.
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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.

ASSESSMENT:
1. Tooth abscess.

2. Routine labs. (The patient requests that he had his labs drawn. He did not eat today because of his dental pain and would like to have his routine labs drawn which he did not get done when he came for visit on 01/20/24).

PLAN: The patient was given the following injection. Rocephin 1 g IM. He was observed for additional 15 minutes and then reevaluated. He reports no side effects from medication and he stated he is feeling well and comfortable being discharged.

The patient advised soft water gargles on a routine basis preferably every morning and he was strongly encouraged to follow up with the dentist. He states he has a dentist and he will make an appointment see them, but they would not see him until the infection is gone.

He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

