MITCHELL, TIMOTHY

DOB: 11/30/1975

DOV: 05/14/2025

HISTORY: This is a 49-year-old gentleman here with runny nose, pain and pressure in his cheeks and behind his eyes.

The patient stated this has been going on for a little while, but has gotten worse today. He stated that he worked out last night and started to get sick after he left the gym. He stated the sickness progressed today to body aches, chills, fatigue, and decreased energy. He denies increased temperature. He stated he came in primarily because of the pressure-like pain behind his eyes and his cheek and decreased energy and loss of appetite.

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, in mild distress. He has dry mucous membranes and he appears sick.
HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates. Throat: Erythematous uvula, pharynx, and tonsils. No exudates present. Uvula is midline and mobile.
FACE: Tender maxillary and frontal sinuses. No erythema. No edema of his face.

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

RESPIRATORY: Poor 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. The patient is tachycardic at 109.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No peritoneal signs.

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. He bears weight well with no antalgic gait.
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ASSESSMENT:
1. Tachycardia.
2. Dehydration.
3. Nausea and vomiting.
4. Sinus headache.
5. Sinusitis.
PLAN: In the clinic today, the patient received the following:
1. IV normal saline 1 liter bolus.

2. Vancomycin 1 g IV.

3. Zofran 4 mg IV.
At the end of these interventions, the patient was reevaluated. He states he is feeling much better. His mucous membranes are now moist. Strongly encouraged to take fluids p.o. Gatorade or water. He was advised whenever he goes to work out he must take water with him or Gatorade, so he can replenish himself.

The following tests were done in the clinic today: strep, flu, and COVID, these tests were all negative.

The patient was sent home with the following medications:
1. Amoxicillin 875 mg one p.o. b.i.d. for 10 days, #20.

2. Zofran 4 mg one p.o. sublingual t.i.d. p.r.n. for nausea and vomiting.

Advised to increase fluids, to purchase Tylenol or Motrin from over-the-counter and take in the event he has pain/fever.
He was given the opportunity to ask questions and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

