PATTERSON, SHAWN
DOB: 09/28/1990
DOV: 07/15/2024
HISTORY: This is a 33-year-old female here with loss of smell and pain in her throat. The patient states she was seen on Saturday, diagnosed with COVID and noticed symptoms progressed since she was last seen. She states after she received the breathing treatment she felt a sensation in her mouth and it is still present. She denies nausea, vomiting or diarrhea. Denies myalgia. Denies increased temperature.
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: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady.
HEENT: Normal. Oral: She still has erythematous pharynx, uvula and tonsils. No exudates present. Uvula is midline and mobile.
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.

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

ASSESSMENT:
1. Pharyngitis.
2. COVID infection.
3. Loss of taste/smell, complications of COVID infection.

PLAN: The patient was educated and reassured. She was sent home with the following medications: XYZ mouthwash 80 mL, she will gargle and spit out 20 mL every day for four days. She was given the opportunity to ask questions, she states she has none. The patient was also given Zofran 4 mg ODT to use under her tongue t.i.d. p.r.n. for nausea and vomiting.
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