CASTILLO, STEVEN

DOB: 07/20/1961

DOV: 02/05/2025

HISTORY: This is a 63-year-old gentleman here for routine followup.

The patient has a history of insomnia. He is here for followup for this condition and medication refill. He states since his last visit, he has had no need to seek medical, psychological, surgical, or emergency care and today, he states he is having some runny nose, pain and pressure in his frontal and maxillary sinus and nasal congestion. He stated discharge from his nose is green. The pain in his maxillary and frontal sinus he described as pressure like, rated as 6/10, increased with leaning forward. He indicated that he has a history of sinusitis and symptoms are similar. He stated that these symptoms of his runny nose and facial pain started approximately eight or nine days ago, but have gotten worse in the last three days. He denies travel history.

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: The patient denies neck pain. Denies stiff neck. Denies throat pain.

He denies headache. Denies double vision or blurred vision. Denies shortness of breath, chest pain, or abdominal pain. He states he has some nausea and sometimes he will have vomiting. He stated he has had no vomiting today, but will have on and off onset of nausea.

All systems were reviewed and described above.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 157/86.

Pulse is 107.

Respirations are 18.

Temperature is 98.2.

HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates.
FACE: Tender maxillary and frontal sinuses.
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NECK: Full range of motion. No rigidity and no meningeal signs. No palpable 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. The patient is mildly tachycardic at 107.

ABDOMEN: Distended secondary to obesity. Normal bowel sounds. No organomegaly. No rebound. No guarding. No rigidity.

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

EXTREMITIES: Full range of motion of the upper and lower extremities. No venous cord present. No peripheral edema. No calf discomfort or tenderness.

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. Nocturnal leg cramps.
2. Insomnia.
3. Nausea.
4. Diarrhea.
5. Acute rhinitis.
6. Medication refill.
7. Acute sinusitis.
PLAN: Today, in the clinic, the patient was given the following medications:

1. Rocephin 1 g IM.

2. Dexamethasone 10 mg IM.
He was observed approximately 20 minutes and reevaluated. He indicated that he has no side effects from the medication and is beginning to feel a little better. He was sent home with the following medications:
1. Ambien 10 mg one p.o. q.h.s. for 90 days, #90.

2. Magnesium 500 mg one p.o. daily x90 days, #90.

3. Zofran 4 mg one p.o. t.i.d. p.r.n. for nausea/vomiting #24.

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

5. Amoxicillin 875 mg one p.o. b.i.d. for 10 days, #20.
He was advised to increase fluids, to avoid alcohol or sugary beverages, to increase liquid namely water or if he wants something other than water Gatorade is okay.

He was given the opportunities to ask questions and he states he has none. The following labs were drawn: CBC, CMP, lipid profile, A1c, T3, T4, TSH, vitamin D, PSA, and testosterone.
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