BAILEY, AMANDA
DOB: 03/08/1985
DOV: 08/26/2024
HISTORY: This is a 39-year-old female here with left ear pain and discharge. The patient states these symptoms have been going on for more than 10 days, but have gotten worse in the last five days. She denies recent swimming. She states she has a history of sinusitis and sometimes when she has a sinus infection, she will get an earache also.

PAST MEDICAL HISTORY:
1. Morbid obesity.

2. Hypertension.

PAST SURGICAL HISTORY: C-section x 1.

ALLERGIES: PENICILLIN.
REVIEW OF SYSTEMS: She reports congestion; cough, she states cough is productive of green sputum, sometimes yellow sputum.

She reports hoarseness and throat discomfort.

She reports pain and pressure in her cheek and anterior frontal sinus region.

The patient reports myalgia.

PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air

Blood pressure 150/98
Pulse 77
Respirations 18
Temperature 97.8
Face: Tender maxillary and frontal sinuses.

Nose: Green discharge, erythematous and edematous turbinates.

Left ear erythematous tympanic membrane, dull to light reflex. Effusion is present. Effusion appears purulent.
Throat: Erythematous and edematous tonsils, pharynx and uvula. No exudates present. Uvula is midline and mobile.
RESPIRATORY: Poor inspiratory and expiratory effort. 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: Distended secondary to obesity. No visible peristalsis. No guarding.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. She bears weight well with no antalgic gait.
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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. Acute sinusitis.

2. Acute otitis media, left.

3. Acute bronchitis.

4. Sinus headache.

5. Acute cough.

6. Pharyngitis.

PLAN: The patient was offered COVID tests. She declined. She states that she did a COVID test at home and it was negative.
The patient was given a work excuse to return to work on 08/28/2024. She was strongly encouraged to stay away from others, especially young children and old adults as her condition could be contagious.

She was sent home with the following medications:

1. Diflucan 150 mg one p.o. daily for one day #1. She should take this only if she gets yeast infection from the antibiotic she is given today.
2. Zithromax 250 mg two p.o. now, one p.o. daily until gone #6.

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

4. Allegra 180 mg one p.o. daily for 14 days #14.

In the clinic today, she received two injections of:
1. Rocephin 1 g IM.

2. Dexamethasone 10 mg IM.

She was observed in the clinic for approximately 10-15 minutes. Reevaluated. She indicated that she is beginning to feel a little better and is being discharged. Return precautions given. Advised to increase fluids, to avoid cigarette smoke including vaping which she states she does. She is to come back to the clinic if worse or go to the nearest emergency room if we are closed.
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