SALAZAR, MAYRA

DOB: 02/08/2002

DOV: 07/10/2023

HISTORY OF PRESENT ILLNESS: This is a 21-year-old female patient here complaining of some chest pressure and some shortness of breath. She felt dizzy earlier today, also has been running a low-grade fever; today, here at the office 99.1. No real verbalization of cough. No nausea, vomiting, or diarrhea. No cardiac chest pain.

This patient is saturating 100% on room air as well.

Symptoms are better with rest and worse on activity. No other issues verbalized to me today.
ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: None.

PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.

SOCIAL HISTORY: Negative for drugs, alcohol, or smoking.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, oriented, well nourished, well developed, well groomed and she is not in any distress.

VITAL SIGNS: Blood pressure 121/64, pulse 90, respirations 16, temperature 99.1, oxygenation 100% on room air, and current weight 167 pounds.

HEENT: Largely unremarkable.

NECK: Soft. No thyromegaly. No masses. No lymphadenopathy.

HEART: Regular rate and rhythm. No murmur. Positive S1 and positive S2.

LUNGS: Clear to auscultation. There is no wheezing. No adventitious sounds.

ABDOMEN: Soft and nontender. Bowel sounds are present.

LABS: Today, include a COVID test, it was negative. We also did a chest x-ray on her and it was unremarkable.

ASSESSMENT/PLAN:
1. Bronchospasm, mild upper respiratory infection. The patient will be given Z-PAK as directed, Medrol Dosepak as directed, and ProAir inhaler two puffs b.i.d. p.r.n. shortness of breath.

2. This patient was also given a dexamethasone injection.

3. She is to get plenty of fluids and plenty of rest. She is going to monitor her symptoms and return to clinic or call me if not improving tomorrow.
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