JUAREZ, JUDITH

DOB: 05/06/1979

DOV: 09/04/2025

HISTORY: This is a 46-year-old female here for routine followup.

Mrs. Judith has a history of diabetes type II. She is here for followup for these conditions. Also, she says she has hypertension, which is managed conservatively without medication. She says she is here for followup for these conditions.

REVIEW OF SYSTEMS: The patient reports for the past week or two runny nose, pain and pressure behind her eyes and in her forward region. She said discharge from the nose is green and not responding to over-the-counter medication.

The patient reports cough. She says cough is nonproductive.

The patient reports throat pain. She says she has been having a throat pain over four days or so she has pain and swallowing. She denies chills or myalgia. Denies increased temperature.

The patient denies nausea, vomiting, or diarrhea.

Denies rash.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 138/95.

Pulse is 93.

Respirations are 18.

Temperature is 98.2.

HEENT: Nose: Congested green discharge. Erythematous and edematous turbinates. Throat: Erythematous and edematous uvula, tonsils, and pharynx. No exudate present. Uvula is midline and mobile. Face: She has some tenderness to maxillary and frontal sinuses.

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.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding.

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.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Acute sinus headache.
2. Acute sinusitis.
3. Acute rhinitis.
4. Medication refill.
5. Diabetes.
6. Hypercholesterolemia.
7. Pharyngitis.

PLAN: A strep test was done in the clinic today. A strep test is. The patient was offered other test namely COVID and flu but decline secondary to cost.

The patient was sent home with the following medications: Diflucan 150 mg one p.o. daily for one day, #1 (patient given because she would be given amoxicillin and she says she gets yeast infections easily whenever she takes amoxicillin considering that she is diabetic), amoxicillin 875 mg one p.o. b.i.d. for 10 days, #20, metformin 1000 mg one p.o. b.i.d. for 90 days, 180, glimepiride 2 mg one p.o. daily for 90 days, #90. The patient was educated about her condition and conservative efforts that she can take include lifestyle management she can take to help manage her medications and manager her condition besides medication. She said she understands and I will comply.  She was given the opportunity to ask questions and she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

