PRESLAR, PHYLLIS
DOB: 09/10/1949
DOV: 09/09/2023
HISTORY OF PRESENT ILLNESS: This is a 73-year-old female patient. She is here today with complaints of cough and sore throat. She has had these symptoms for several days now. It does not seem to be getting any better. She is not taking any medications for relief. Symptoms are better with rest and worse on activity.

No body aches. She maintains her normal bowel and bladder function.

She denies any chest pain or shortness of breath. The patient also has cough.
PAST MEDICAL HISTORY: Hypertension, hyperlipidemia, depression, and anxiety.
PAST SURGICAL HISTORY: She does have a tonsillectomy.
CURRENT MEDICATIONS: Reviewed.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Lives with her husband. No association with drugs or alcohol.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. She is not in any distress.
VITAL SIGNS: Blood pressure 145/87. Pulse 69. Respirations 16. Temperature afebrile. Oxygenation 98%. Current weight 169 pounds.

HEENT: Eyes: Pupils are equal, round and react to light. Ears: Very mild tympanic membrane erythema bilaterally. Oropharyngeal area: Much erythema. Strawberry tongue noted. Oral mucosa moist.

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

LUNGS: Clear.
HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmurs.
ABDOMEN: Obese.

LABORATORY DATA: Labs today include a strep test. It was positive.
ASSESSMENT/PLAN:
1. Strep throat. Amoxicillin 875 mg p.o. b.i.d. 10 days #20.

2. Cough. Bromfed DM 10 mL four times daily p.r.n. cough, 180 mL.

3. She is going to get plenty of fluids, plenty of rest, monitor symptoms and return to clinic or call me if needed.
Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

