MARTIN, MICHAEL
DOB: 03/05/1974
DOV: 08/26/2024
HISTORY: This is a 50-year-old gentleman here with cough, headache and congestion. The patient states this started approximately four to five days ago. Denies being exposed to someone with similar symptoms. He states he came in because he had been using over-the-counter medication for his cough and his runny nose and pain and pressure behind his eyes and his cheeks without relief. He reports myalgia and chills. He states he is eating and drinking well. He states he can taste and smell his food.
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: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 93% at room air

Blood pressure 133/92
Pulse 97
Respirations 18
Temperature 98.2
Nose is congested with green discharge. Erythematous and edematous turbinates.
Face: Tender maxillary and frontal sinuses.

RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes into a cough fit with deep inspiration. 
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

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. COVID infection.

2. Bronchitis.

3. Acute rhinitis.

4. Acute sinusitis.

PLAN: COVID red flags were reviewed. The patient’s pulse ox is 93%. He does not have a history of CHF. He is not in any respiratory distress. Vaccinations for COVID are up-to-date. All vaccinations are up-to-date. His red flag score is low. Admission or other aggressive intervention is not indicated.
The patient was sent home with the following:

1. Paxlovid 300/100 mg – he will take one dose b.i.d. for five days.

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

3. Zithromax 250 mg two p.o. now, one p.o. daily until gone.

4. Allegra 180 mg one p.o. daily in the morning for 14 days, #14.

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

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

