PAGEL, VERONICA
DOB: 09/27/1970
DOV: 06/28/2025
HISTORY: This is a 54-year-old female here with left ear pain. The patient stated symptoms started approximately two days ago and has gotten worse today. Described pain as sharp rated pain 7/10. She denies trauma. Denies recent swimming.
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 report headache. She said the headache is not worse of her life located behind her eyes and in her cheeks. Describe headache as pressure like gradual onset 6/10. She denies stiff neck. Denies blurred vision or double vision. She denies skin rash.
The patient reports increase temperature. The last night her temperature was 101. She took some medication, which helped but fever came right back. The patient reports pain in her legs, arms, and joints. She also reports nausea.
PHYSICAL EXAMINATION:

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

O2 saturation 99% at room air.
Blood pressure 144/90.
Pulse 126.

Respirations 18.

Temperature 97.3.
FACE: Tender maxillary frontal sinuses.

EAR: Left ear erythematous and edematous. TM has effusion. Effusion appears purulent with dull-to-light reflex.
Throat: Erythematous and edematous tonsils pharynx and uvula. Uvula is midline and mobile. No exudate present.

ABDOMEN: Soft. Nontender. No organomegaly. Normal bowel sounds. No rebound or guarding.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of upper and lower extremities. She has mild discomfort with range of motion. She bears weight well with no antalgic gait.

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. Dehydration.

3. Tachycardia.

4. Sinus headache.

5. Myalgia.
6. Chills.

7. Nausea.

PLAN: In the clinic today, the patient received the following IV fluids was established by me. She was given at first 1 liter normal saline bolus and on reevaluation the patient states she cannot urinate she does not feel like she has to urinate. She was given another IV bolus 1 liter.
The following medications was administrated IV to the patient vancomycin 1 g IV, Toradal 30 mg IV, and Benadryl 50 mg IV. She was placed in the room while administering IV so nurses advised to do routine checks to make sure the patient is better.
After IV fluids are completed, the patient was reevaluated she states that she is much better. She states her headache is gone and is comfortable being discharged. She was sent home with the following medications:

1. Tramadol 50 mg one p.o. b.i.d. 30 days #60 (the patient is currently on this medication this is a refill).

2. Zithromax 250 mg two p.o. now and one p.o. daily until gone #6.

The patient was encouraged to increase fluids to come back to the clinic if worse or go to nearest emergency room if we are closed. She was given the opportunity to ask questions, she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

