FINNEY, JOHN
DOB: 03/02/1964
DOV: 10/16/2025
HISTORY: This is a 61-year-old gentleman here with pain and pressure behind his eyes, his cheeks, and bridge of his nose. The patient states this has been going on for approximately two weeks, but it has gotten worse in the last three days. He described pain as sharp, pressure like, non-radiating. He states pain is worse with leaning forward. The patient states he came in also because he is still having body aches and chills.

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 reports sore throat. He reports painful swallowing.

The patient reports fatigue.

He reports increased temperature. He reports cough. Denies chest pain. Denies stiff neck or headache. Denies rash. The patient states he has decreased appetite. He has not been eating or drinking for the past two days. He states he was at work last night and they sent him home because they said “I did not look right.”
PHYSICAL EXAMINATION:

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

O2 saturation is 98% at room air.

Blood pressure 115/73.

Pulse 72. The patient’s average pulse is in 60s, upper 50s in all his prior visits.
Respirations 18.

Temperature 98.0.
HEENT: Normal.

NOSE: Congested green discharge. Erythematous and edematous turbinates.

FACE: Tender maxillary, frontal and ethmoid sinuses. Nares are congested.

FINNEY, JOHN

Page 2

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. He bears weight well with no antalgic gait. No calf pain.
SKIN: Dry. Mucus membranes are dry. No erythema. No edema. No vesicles. No bullae. No fissures. No borrows.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Dehydration.

2. Acute sinusitis.

3. Myalgia.

4. Subjective fever.
PLAN: In the clinic today, the patient received the following:

1. Ringer's lactate 1 liter IV.

2. Dexamethasone 10 mg IM.

3. Rocephin 1 g IV.

The patient was observed in the clinic for approximately 20 minutes after taking medication. He was reevaluated. He reports feeling much better. He was sent home with the following medications:

1. Moxifloxacin 400 mg one p.o. daily for five days #5.
2. Allegra 180 mg one p.o. q.a.m. for 30 days.

He was advised to increase fluids, to come back to the clinic if worse.

The following tests were done today: Strep, flu, and COVID. These tests were all negative. He was reassured he was given work excuse, to return to work on 10/17/2025. 
He was given the opportunity to ask question and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

