SANDERS, ISAAC

DOB: 03/08/2003

DOV: 03/25/2024

HISTORY: This is a 21-year-old gentleman here with runny nose and cough. The patient states this has been going on for over a week. He came in today because he states everything he used is not working. His cough is getting worse and states cough is productive.

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, myalgia. Denies travel history. Denies increased temperature at home. He states he is eating and drinking well. He states that he works as a car salesman and uses his voice a lot and notices his voice is getting worse in terms of hoarseness.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 95% at room air.
Blood pressure 117/65.
Pulse 72.
Respirations 18.
Temperature 97.6.

HEENT: Normal. Ears: Cerumen impaction bilateral (an ear curette was used to remove large clumps of wax from the patient’s ear bilaterally). Nose: Congested. Green discharge. Erythematous and edematous turbinates. Throat: Erythematous and edematous pharynx, tonsils and uvula. No exudates. Uvula is midline and mobile. No cervical lymphadenopathy.

NECK: Full range of motion with no rigidity.

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

CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.
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SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

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 bronchitis.

2. Acute laryngitis.

3. Acute rhinitis.

4. Cerumen impaction.

PLAN: In the clinic today, the following procedure was done. Earwax removal using a curette. The patient tolerated the procedure well. Large amount of clumps of wax was removed from bilateral ear canal. On reevaluation, TM is normal. Air canal is a little injected from removal of the cerumen.

The patient was sent home with the following medications:

1. Zithromax 250 mg two p.o. now and one p.o. daily until gone, #6.

2. Prednisone 20 mg one p.o. daily for 10 days, #10.

3. Tessalon 100 mg one p.o. t.i.d. for 10 days, #30.

Advised to increase fluids. The patient was kept home from work for tomorrow. He will return on Wednesday. He was advised to rest his voice while at home.

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