JENSEN, ANGELA
DOB: 03/21/1964
DOV: 03/09/2024
HISTORY: This is a 59-year-old female here with itchy eyes, runny nose, and ear pain. The patient stated that she was out in the pool yesterday before and started to have ear pain today. Described pain as sharp rated pain 6/10 confined to her left ear.
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 SYSTEM: The patient reports runny nose and itchy eyes.

The patient reports sore throat and painful swallowing.

The patient reports vaginal itching and burning. She states she burns a lot after when she urinates and urine comes in contact with her vaginal area.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 95% at room air.

Blood pressure 150/83.
Pulse 78.

Respirations 18.

Temperature 97.3.

HEENT: Eyes, conjunctivae mildly injected with watery discharge. Extraocular muscle have full range of motion with no restrictions. Throat, no erythema, no edema and no exudate. Uvula is midline and mobile. Ear, left ear erythematous TM with effusion. Effusion appears purulent. TM is dull to light reflux. There is no tragal tug. No mastoid tenderness. Nose, congested with clear discharge. Erythematous and edematous turbinates.
NECK: Full range of motion. No rigidity and no meningeal signs.
CARDIAC: Regular rate and rhythm with no murmur. No peripheral edema or cyanosis.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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ABDOMEN: Nondistended. No guarding. No tenderness to palpation. No organomegaly.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
SKIN: No abrasions, laceration, macules or papules. No vesicles or bullae.

NEUROLOGIC: Alert and oriented. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Vaginal yeast infection.

2. Acute otitis media.

3. Acute rhinitis.

4. Allergic conjunctivitis.
PLAN: In the clinic today, we did the urinalysis. Urinalysis revealed trace glucose, trace blood, negative nitrate and negative leukocyte esterase. The patient was given the following medications: Rocephin 1 g IM, dexamethasone 10 mg IM. She was observed in the clinic for an additional 15 minutes or so minutes and then re-evaluated. She report no side effects from the medication.

The patient reports she has some pain in her lower extremities. She states that pain is in the posterior surface. Physical exam tenderness to palpation with positive Homan’s sign. No erythema. No ________________ core. An ultrasound was done of her lower extremity. Ultrasound was unremarkable for DVT or arterial occlusion. The patient was sent home with the following medications:

1. Diflucan 150 mg one p.o. daily one day #1.

2. Amoxicillin 500 mg one p.o. t.i.d. for 10 days #30.
3. Singulair 10 mg one p.o. daily for 30 days #30. She was given the opportunity to ask questions she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

