GUEVARA, SUSANA
DOB: 09/03/1973
DOV: 07/29/2024
HISTORY: This is a 50-year-old female here with ear pain. The patient states this has been going on for three days. She has been using over-the-counter medication with no improvement. She stated she came in today because of increased pain. She states pain is approximately 8/10 worse with touch, located in her left ear. She denies recent swimming history.
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 runny nose.

Sore throat.

Cough. She states cough is productive of green sputum.

Runny nose.

Headache. She states this is not the worst headache of her life, it is approximately 2/10, located diffusely in the front of her scalp.

The patient reports fever.

She reports tiredness.
PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 135/94.

Pulse 98.

Respirations 18.

Temperature 97.9.
EARS: Left Ear: Erythematous and edematous TM. Dull light reflex. Effusion present. Effusion appears purulent. No tragal tug. No mastoid tenderness.
NOSE: Congested with green discharge Erythematous and edematous turbinates.

THROAT: Erythematous and edematous tonsils, pharynx and uvula. Uvula is midline and mobile. No exudate is present.
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NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No paradoxical motion. No respiratory distress.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT:
1. Acute otitis media.
2. Febrile illness.
3. Myalgia.
4. Acute rhinitis.

5. Acute bronchitis.
PLAN: The following tests were offered to the patient: strep, COVID, and flu. She declined COVID. Strep and flu were negative.
She was sent home with the following medications:
1. Zithromax 250 mg two p.o. now, one p.o. daily until gone #6.
2. Prednisone 20 mg one p.o. daily for 10 days.
3. Tessalon 100 mg one p.o. t.i.d. for 10 days #30.
She was given the opportunities to ask questions, she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

