GAINSBOROUGH, JEFFREY

DOB: 03/07/1962

DOV: 08/07/2023

HISTORY: This is a 61-year-old gentleman here with cough. The patient said this has been going on for the past week or more. He said he came in today because cough is worse. He says cough is productive of green sputum. He denies travel history. He denies coming into contact with others who have or had similar symptoms.

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 pain and pressure in the sinuses.

The patient reports hoarse voice and painful speaking.

The patient reports sore throat/throat pain. He also reports painful lump in the anterior cervical triangle regions.

He denies chills. Denies myalgia. He said he is eating and drinking okay. He said his appetite is down just a little.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 137/82.

Pulse 81.

Respirations 18.

Temperature 97.9.

FACE: No edema. No erythema.
HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates. Throat: Erythematous and edematous tonsils, uvula, and pharynx. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity and no meningeal signs. He has palpable and tender anterior nodes bilaterally in the anterior cervical triangle.
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RESPIRATORY: Good inspiratory and expiratory effort. The patient goes into a cough fit with deep inspiration. There are mild crackles diffusely on inspiration and expiration.

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

ABDOMEN: Nondistended. No guarding. Normal bowel sounds.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

ASSESSMENT:
1. Acute bronchitis.

2. Acute sinusitis.

3. Acute laryngitis.

4. Acute pharyngitis.

5. Cervical lymphadenitis.

PLAN: The patient was offered COVID test and strep test, he declined. He says he knows he gets this stuff every year around this time and does not need those tests. He was also offered chest x-ray, he declined. The patient was sent home with the following medications:
1. Moxifloxacin 400 mg one p.o. daily for five days.

2. Prednisone 20 mg one p.o. q.a.m. for seven days, #7.
He was strongly encouraged to increase fluids, to go to the nearest emergency room if he gets worse, or to come back to the clinic for further evaluation if he is not better within two or three days.
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