MIZE, MICHAEL
DOB: 09/29/1959
DOV: 06/08/2024
HISTORY: This is a 64-year-old gentleman here with body aches and sore throat. He states this is being going on for approximately two days. The patient reports traveling to Las Vegas and came in contact with me was people and said he seems started have symptoms then he said he came in because he is very tired, feel body aches and chills. He has been taking medicines, but with no improvement.
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 reports headache and productive cough. He reports chills and myalgia. He reports fatigue.
PHYSICAL EXAMINATION:

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

O2 saturation 97% at room air.

Blood pressure 131/73.
Pulse 76.

Respirations 18.

Temperature 98.4.
FACE: No erythema. The patient appears to be uncomfortably leans forward. Appears that he is having pain with his sinus region.
NOSE: Congested green discharge erythematous and edematous turbinates.
NECK: Full range of motion. No rigidity. No meningeal signs.

THROAT: Erythematous and edematous tonsils, pharynx and uvula. No exudates. Uvula is midline and mobile.

RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes into cough with deep inspiration. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft. No rebound. No guarding. No organomegaly. Normal bowel sounds.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities with no discomfort with range of motion. He bears weight well with no antalgic gait.
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NEURO: Alert and oriented x 3. Cranial nerve II through X is normal. Motor and sensory functions are normal. Mood and affect is normal.

ASSESSMENT:
1. COVID infection.
2. Bronchitis.

3. Runny nose.

4. Sinusitis.

PLAN: Following tests were done in the clinic today flu, strep, and COVID. Flu and strep were negative. The patient is positive for COVID.
The patient had a discussion about COVID. He was educated and was advised and find out about his occupational protocol for COVID positive employees _________ protocol. He was sent home with following medications:
1. Paxlovid 300 mg/100 mg one dose b.i.d. for 5 days.

2. Zithromax 250 mg two p.o. now and one p.o. daily until gone.
3. Prednisone 20 mg one p.o. in the morning for 10 days. Advised not to take this medication at bedtime because will keep him up all night.
He was given the opportunities to ask questions, he states he has none.
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