PAGEL, VERONICA
DOB: 09/27/1970
DOV: 04/01/2024
HISTORY: This is a 53-year-old female here with headache. The patient states that this has been going on for over week, but has gotten worse from the last three days. The patient states that this is not the worst headache of her life. She states that headache is pressure like and located in maxillary and frontal sinus regions. Denies trauma. The headache is approximately 5/10 increase with leaning forward.
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. (The patient is requesting refill of her depression and pain medication).
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 throat pain, painful swallowing. She reports ear pain. The patient reports runny nose and nasal congestion. She states that discharge from her nose is green.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 125/79.
Pulse 103.

Respirations 18.

Temperature 97.2.
HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates. Nares are congested. Throat: Edematous and erythematous uvula, tonsils and pharynx. Uvula is midline and mobile. Right ear: Erythematous TM with effusion, effusion appears purulent. No dull to light reflex.
FACE: Tender maxillary and frontal sinuses.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. No use of accessory muscle. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. The patient is tachycardia at 103, but does not display signs of pulmonary embolism. There is no bloody sputum with her cough. She is not on respiratory distress. Her respiratory rate is normal. ____ criteria is low.
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ASSESSMENT:
1. Acute rhinitis.

2. Acute otitis media.

3. Acute bronchitis.

4. Acute pharyngitis.

5. Chronic pain.

6. Chronic inflammatory arthritis.

7. Medication refill.

8. Depression.

PLAN: The patient received the following in the clinic today: Dexamethasone 10 mg IM, lincomycin 300 mg IM. She was observed in the clinic for an additional 15-20 minutes then reevaluated. She reports no side effects from medication. She reports some improvement. She was sent home with the following medications.
1. Zithromax 250 mg two p.o. now one p.o. until gone #6.

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

3. Prednisone 20 mg one p.o. q.a.m. to 10 days #10.

4. Cymbalta 60 mg one p.o. b.i.d. for 30 days #60.

5. Tramadol 50 mg one p.o. b.i.d. for 30 days #60. Strongly encouraged to increase fluids. Come back the clinic if worse, or go to nearest emergency room if we are closed.
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