FERREIRA, AMERICA
DOB: 09/20/1972
DOV: 12/14/2024
HISTORY: This is a 52-year-old female here with runny nose, pain and pressure in front of the muscular sinus region and headache. The patient states this has been going on for a while, but has gotten worse on last four days or so. She states she came and also to have physical examination that she has not yet established primary care provider. She denies trauma. Her headache is pressure like worse with leaning forward also reports discharge from the nose and discharge from the nose is green. The patient states she has some cough. Cough sometimes yellow.
PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.
MEDICATIONS: None.
ALLERGIES: None.
SOCIAL HISTORY: Denies tobacco, alcohol or drug use.
FAMILY HISTORY: None.
REVIEW OF SYSTEMS: All systems were reviewed and were negative except those mentioned above. Also she reports some body aches and chills.
PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.
Blood pressure 129/87.
Pulse 75.
Respirations 18.

Temperature 98.3.
FACE: Tender maxillary frontal and echinoid sinuses.

NOSE: Congested.

THROAT: Erythematous edematous tonsils pharynx and uvula. No exudates. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity. No meningeal signs. No palpable or tendon nodes.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. 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: Soft and nontender. No guarding. No visible peristalsis. No rebound. Normal bowel sounds.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She 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. Acute sinusitis.
2. Acute pharyngitis.
3. Acute sinus headache.

4. Acute pharyngitis.
5. Physical examination.

PLAN: In the clinic today, we did the following labs CBC, CMP, lipid profile, A1c, TSH, T3, T4, and vitamin D.
She received Rocephin 1g IM. She was observed in the clinic for an additional 15/20 minutes and then reevaluated she reports no reaction to the medications that she has been feel little better. She is comfortable being discharged. Did a routine EKG on the patient. The patient EKG reveals normal sinus rhythm. No acute injuries demonstrated. No old injuries demonstrated. She was sent home with the following medications:

1. Zithromax 250 mg two p.o. now and one p.o. daily until is gone #6. No refills.

2. Allegra 180 mg one p.o. daily for 30 days #30.

3. Motrin 800 mg one p.o. t.i.d. p.r.n. for pain #30.
Advised to take this medication with food.

Health maintenance. The patient was given the following consult to have a mammogram. Routine mammogram she indicated that she has not had a mammogram “in years”.

The patient was referred to OB/GYN Clinic for routine female exam. She states she has not had “pap smear”. She was given the opportunity to ask questions she stats she has none.
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