WOODS, LAILA

DOB: 12/27/2011

DOV: 02/22/2024

HISTORY: This is a 12-year-old child accompanied by parents here with tooth pain. According to mother, she stated that the child complains of her teeth hurting especially below her maxillary and frontal sinus regions. She states she gave her some Advil, which helped a little, but pain continues, this morning, she brought her in to be seen.

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 child complains of runny nose, states discharge from her nose is green and sometimes clear.
She reports pressure-like sensation in her frontal sinuses.
She reports cough and she states cough is nonproductive and cough is dry.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese child in no acute distress.

VITAL SIGNS:

O2 saturation 96% at room air.
Blood pressure 115/76.

Pulse 83.
Respirations 18

Temperature 98.0.

FACE: Tender bilateral maxillary sinuses. No facial edema or erythema.

NOSE: Congested. Green discharge. Erythematous and edematous turbinates

THROAT: Pharynx, tonsils and uvula are normal with no erythema, edema or exudates.
ORAL EXAM: The patient’s teeth are without cavitation. No gingival edema or erythema. No broken tooth. The patient has excellent oral hygiene.

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.

ABDOMEN: Distended secondary to obesity. No guarding or visible peristalsis.
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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. She 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. Acute sinusitis.
2. Tooth pain.

3. Acute rhinitis.

4. Nasal congestion.

5. Acute cough.

PLAN: The following tests were done today: COVID, strep and flu. These tests were all negative.

The patient was encouraged to increase fluids and to avoid sugary beverages. She was given excuse from school today and to return tomorrow. She was sent home with the following medications:

1. Singulair 4 mg chewable one tablet q.a.m. for 30 days, #30.

2. Amoxicillin 400 mg/5 mL one teaspoon p.o. b.i.d. for 10 days, #100 mL.

Parents were given the opportunity to ask questions, stated they have none.
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Philip S. Semple, PA

