WEBB, JASON

DOB: 11/19/1974

DOV: 12/21/2024

HISTORY: This is a 50-year-old gentleman here with headache. The patient said symptoms started several days ago but has gotten worse yesterday described headache is pressure like located in the region of his frontal sinus and ethmoid region on his maxillary sinus. He said pain is pressure like not a worse of his life gradual onset. He said headache is approximately 5-6/10. He has a history of sinusitis and symptoms are similar. The patient denies trauma.

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: He denies double vision or blurred vision. He denies neck pain and stiff neck.

The patient reports chills and myalgia.

The patient reports feeling tired.

He reports throat pain and dry throat.

The patient reports fever.

The patient denies trauma history. Denies weight loss or night sweats.

The patient reports cough said cough is dry and said he cough sometimes and he becomes short of breath. Denies chest pain.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure is 112/76.
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Pulse is 100.

Respirations are 18.

Temperature is 97.8.

HEENT: Face: Tender maxillary and frontal sinuses. Tender ethmoid sinuses. Nose: Congested with green discharge. Erythematous and edematous turbinates. Throat: erythematous and edematous uvula, pharynx, and tonsils. Uvula is midline and mobile. No exudate present.

NECK: Full range of motion. No rigidity and no meningeal signs.

Palpable nodes in the anterior cervical triangle. Tender nodes in the anterior cervical triangle.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis. Normal bowel sounds.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. There is no venous cord. No edema.

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. Reactive airways disease.
2. Acute sinusitis.
3. Acute rhinitis.
4. Sinus headache.
5. Acute pharyngitis.
6. Myalgia.
PLAN: Today in the clinic, we did the following test COVID, strep, and flu these tests were all negative.

A peak flow was done demonstrates some restrictive patterns. The patient was given breathing treatment consists of Atrovent and albuterol x1. A peak flow was repeat after breathing treatment and there is some improvements.

The patient was given the following medication also: Dexamethasone 10 mg IM and Rocephin 1 g IM. He was observed in the clinic for at least approximately half an hour then reevaluated. The patient reports no side effects from medication. He said he is feeling much better and is comfortable being discharged. He was sent home with the following medications: Robitussin AC two teaspoons p.o. q.h.s. strongly encouraged not to drink or drive with this medication #50 mL, no refills, Zithromax 250 mg two p.o. now one p.o. daily until gone #6, and prednisone 20 mg one p.o. daily for five days, #5 no refills. He was given the opportunity to ask questions and he states he has none.
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Strongly encouraged to increase fluids and come back to the clinic if worse or go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

