GUAZHCO, LUIS
DOB: 12/27/1966
DOV: 11/25/2024
HISTORY: This is a 57-year-old gentleman here with left eye irritation.
The patient states he was at work today and was windy when something flew in his eyes. He stated that he rubbed his eyes vigorously flushed it out, but still has some pain. He describes pain as irritation rated pain 3/10 worse with eye movement. He states he feel like something is still in eye. He denies double vision. He states he has occasional blurred vision when he rubs his eyes. So blurred vision will go away.
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, and in mild distress.
VITAL SIGNS:

O2 saturation 93% at room air.
Blood pressure 130/82.
Pulse 83.

Respirations 18.

Temperature 98.1.
Left eye injected conjunctiva.
No discharge.
No periorbital edema or erythema.

No periorbital tenderness to palpation.
Visual acuity, the patient counts fingers with his left eye and his right eye on both eyes together with no difficulties.
PERLA.

EOM: Full range of motion with no restrictions or significant discomfort.
A pinhead size foreign body is noted (with normal saline flush lesion was flushed out of his eyes).

HEENT: Normal.
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NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No respiratory distress. No use of accessory muscles.
CARDIAC: No peripheral edema or cyanosis.
ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

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. Corneal abrasion.
2. Foreign body left eye.
3. Conjunctivitis.

PROCEDURE: Foreign body removal. The patient was given instructions as to my exact method of removal. He gave verbal permission with normal saline approximately 15 mL, eyes were flushed and foreign body was extracted.

Fluorescein stain was applied to his eyes after two drops of Tetracaine was placed for anesthetic purposes.

After anesthesia was achieved Fluorescein stain applied.

With the Wood’s Lamp the patient’s eye was examined. There was increase uptake at approximately 7 o’clock of his cornea.

The patient tolerates procedure well. There were no complications.

Two drops of Tobradex was placed in the patient’s eye. He was then discharged with prescription for Tobradex 0.1/0.3% ophthalmic drops. He will do two drops t.i.d. for 10 days #20 mL.

He was given the opportunity to ask any questions he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

