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MOHR, LARRY G.
513 8. Prairie Avenue, Apt. 2
Sioux Falls SD 57104

MAY 28, 2008
HOME: 605-413-7078

CELL: 605-413-7078
WORK: 507-367-6700

45 (M) 140030
DOB: 03-24-63

Larry Mohr states for four days he has had an irritated left eye. He is not sure if he got anything in
it but he does work around a lot of dust and fiberglass. :

MEDICAL HISTORY
FAMILY HISTORY
MEDICATIONS
ALLERGIES

VISUAL ACUITY

EXTERNAL
EXAMINATION

IMPRESSION

DISPOSITION

cc: Health Care Clinic
1513 E. 10" Street
Sioux Falls SD 57103

Negative ocular history.

Posttive for father with cataracts and diabetes.
None listed.

No known drug allergies.

With correction
RE 20/25
LE20/30-+1

Lids and lashes show a swollen left upper and lower eyelid with
a little bit of edema. 1 see no excoriation, no vesicles. The
conjunctiva shows injection with some what appears to be
marginal infiltrates at the inferior temporal and superior temporal
aspect. The central cornea is clear. The anterior chamber is deep
and quiet. No cell or flare.

Staph marginal keratitis, left eye.

Tthink Iam going to have him use TobraDex q.i.d. and Vigamox
q.i.d. and some warm compresses. 1 am going to see him
tomorrow afternoon and we will see how he is getting along. 1
could not see any foreign body although he is a little hard to
evaluate because of all of the swelling but it doesn’t look like it.
It is just a localized area.

Greg Osmundson, M.D./les



Mohr, Larry G.
513 S. Prairie Ave., #2
Sioux Falls SD 57104

MAY 29, 2008

Larry Mohr is in for a recheck of his Staph marginal keratitis in the left eye. He feels like the eye

is improved.

MEDICATIONS
ALLERGIES

VISUAL ACUITY

EXTERNAL
EXAMINATION

SLIT LAMP
EXAMINATION
IMPRESSION

DISPOSITION

cc: Health Care Clinic
1513 E. 10" Street
Sioux Falls SD 57103

DOB: 03-24-63 140030

TobraDex LE t.i.d. and Vigamox LE t.i.d.

No known drug allergies.
With correction

RE 20/25

LE 20/40 + 1 PH 20/30

Lids and lashes show a little swelling and redness in the left with

some scaliness as well. It has definitely improved from
yesterday.

The conjunctiva shows 1+ injection. The marginal infiltrate
inferiorlyis slightly better. Inferiorly it is pretty much gone. The
central cornea is clear. The anterior chamber is deep and quiet.

Staph marginal keratitis, left eye.

I'am going to have her continue the current drops and the warm
compresses. I will see him back next week if he were to notice
any continuation but this should clear up over the next day or

two.

Greg Osmundson, M.D./les

L
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Mohr, Larry G - 140030
513 8§ Prairie Ave Apt2 DOB: (03-24-63
Sioux Falls, SD 57104

JUN 5, 2008

Larry comes in today noticing some increased swelling and redness of his eye over the past couple
of days. He wonders if he got some resin in there at work again. He reacts to this and has quite a
skin reaction on his hands to the resin. His right eye is a little bit sore also. He says his vision is a
little bit blurry and it is hard to open his eye.

MEDICATIONS Cromolyn sodium.
ALLERGIES No known medication allergies.
VISUAL ACUITY With correction
LE 20/60 +2
EXTERNAL & SLIT There is swelling of the upper and lids with some erythema but
LAMP EXAMINATION no obvious cellulitis. Pupils are reactive to light, no afferent

pupillary defect. Motility shows full range of motion, left eye.
The conjunctiva are clear. Corneas are clear. Anterior chambers
are deep and quiet. There is 3+ conjunctival injection, left eye,
with some peripheral corneal infiltrates. A couple of particles of
resin were removed from the upper conjunctiva. The lid was
everted and shows 3+ papillary reaction but no foreign body.
Anterior chamber is deep and quiet. Lens is clear.

ILO.T. LE 18 mmHg

IMPRESSION 1. Allergic versus infective blepharoconjunctivitis, left eye.
2. Possible carly preseptal cellulitis, left eye.

DISPOSITION The patient was placed on Keflex 500 mg p.o. t.i.d. orally and
was given four doses of Zymar and Pred Forte as a loading dose
today to help the swelling and infection. He will continue the
Pred Forte and Zymar q.i.d. and return to clinic tomorrow to see
Dr. Osmundson to make sure things are doing better prior to the
weekend. He will use warm compresses over the left eye as
needed. If the right eye starts getting a little mattery, he will use
the Zymar there.

David R. West, M.D./ajt
cc:
Health Care Clinic
1513 E 10% Street
Sioux Falls, SD 57103

CC: JUN 65 2008



