JACKSON, GEORGE
DOB: 02/10/1958
DOV: 09/28/2023
HISTORY: This is a 65-year-old gentleman here with cough and runny nose. The patient stated this has been going on for approximately two weeks or more. So he came in because now he is having pressure-like sensation in his sinuses and green discharge from his nose.
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: All systems were negative except the patient had a recent pacemaker placed and stated that from this visit, he is going to go his cardiologist because they want to see him today. He states his pacemaker was placed approximately two weeks or so ago.

The patient denies nausea, vomiting, or diarrhea. Denies shortness of breath. Denies chest pain.

The patient denies abdominal pain. He states he is eating and drinking well.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure 150/95.

Pulse 103.

Respirations 18.

Temperature 98.1.
HEENT: Normal. Nose: Congested with green discharge. Erythematous and edematous turbinates. Throat: No edema. No erythema. Uvula is midline and mobile. No exudates. No edema. Pharynx is not edematous with no exudate. 
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NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Irregular rate and rhythm. No effusion. No rubs.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No visible peristalsis. No abrasions. No lacerations.
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.

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

2. Acute rhinitis.

3. Acute bronchitis.

4. Cough.

5. Hypertension.

6. Acute sinusitis.

PLAN: The patient was sent home with the following prescription:

1. Amoxicillin 875 mg one p.o. b.i.d. for 10 days #20.

2. Trazodone 50 mg one p.o. q.h.s. for 90 days #90.

3. Valsartan 160 mg one p.o. b.i.d. for 90 days #180.

COVID test was done. The patient’s COVID test was negative. He had blood drawn. Blood include CBC, CMP, lipid profile, A1c, vitamin D, T3, T4, TSH, PSA, and free testosterone.

The patient was given the opportunity to ask question and he states he has none.
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