JENSEN, ANGELA

DOB: 03/21/1964

DOV: 06/02/2025

HISTORY: This is a 61-year-old female here with runny nose. She stated this has been going on for several weeks, came in today because the medication she is using is not working. She stated that she has used Claritin in the past, Augmentin, Allegra in the past, Zyrtec and these are not working. She stated she has seasonal allergy and thinks that these medications are not resistant to what she has.

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 also reports foul smelling discharge from her vaginal area, frequent urination, and painful urination. She stated she checked her sugar two days ago and it was in the 150s. She denies frequent urination. However, she states, when she pees, it hurts and she has urgency.

The patient states she does have frequent urination.

She reports her right ear is clogged.

She states she has clear discharge from the nose.

Denies chest pain. Denies shortness of breath. Denies diaphoresis. Denies exertional dyspnea. Denies paroxysmal nocturnal dyspnea.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure is 136/75.

Pulse is 59.

Respirations are 18.

Temperature is 97.8.
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HEENT: Normal. Nose: Congested with clear discharge. Erythematous and edematous turbinates.

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

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
ABDOMEN: Distended secondary to obesity.

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. She bears weight well with no antalgic gait.

ASSESSMENT:
1. Acute rhinitis.
2. Vaginal discharge.
3. Painful urination.
4. Frequent urination.
PLAN: Urinalysis was done today. Urinalysis was negative for leukocyte, negative for nitrite, and negative for glucose. There is a trace/lysed blood.

The patient was advised to schedule an appointment with her OB/GYN for more detailed examination. She stated she was called and they scheduled her for October. She was strongly encouraged to call them back and let them know what is going on to see if they can see her earlier if they have a cancellation. She states she understands and will comply. She was sent to home with the following medications:
1. RyVent 6 mg one p.o. t.i.d. for 30 days, #90.

2. Macrobid 100 mg one p.o. b.i.d. for seven days, #14.

3. Diflucan 150 mg one p.o. daily for one day, #1.
Strongly encouraged to 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

