SNIDER, MICHAEL

DOB: 04/09/1971

DOV: 07/07/2025

HISTORY: This is a 54-year-old gentleman here with pain and pressure behind his eyes and in his frontal sinus region. The patient stated this has been going on for approximately 10 days, but has gotten worse in the last five or six. He stated he came in because he has been using over-the-counter medication with no improvement. He described pain as pressure like, worse with leaning forward. He stated he has in the past history of sinusitis and symptoms are similar. He denies trauma. He states this is not the worst headache of his life, was gradual onset and worse with leaning forward and coughing.

The patient reports green discharge from his nose and also states he is coughing up green discharge.

He reports chills and body aches.

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.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure is 122/73.

Pulse is 53.

Respirations are 18.

Temperature is 97.9.

FACE: No erythema. No edema.
HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates.

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

RESPIRATORY: Good inspiratory and expiratory effort. He has very mild scattered inspiratory and expiratory rhonchi/wheezes.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.
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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.

ASSESSMENT:
1. Acute cough.

2. Acute sinusitis.
3. Sinus headache.
4. Chills.
5. Myalgia.
6. Acute rhinitis.
PLAN: The patient declines COVID test. He was given the following medications in the clinic: Rocephin 1 g IM and dexamethasone 10 mg IM. He was observed in the clinic for approximately 20 to 25 minutes, then reevaluated. He reports improvement. He stated he has no side effects from the medications.

The patient was sent home with the following prescriptions:
1. Fluticasone propionate nasal 50 mcg, he will do two actuations each nostril b.i.d. for five days.

2. Zithromax 250 mg two p.o. now, then in 24 hours one p.o. daily until gone, #6.

3. Prednisone 20 mg one p.o. q.a.m. for 10 days, #10.

4. Motrin 800 mg one p.o. t.i.d. for 10 days, #30.
He was given the opportunities to ask questions and he states he has none. 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

