COPENHAVER, STACEY
DOB: 08/06/1966
DOV: 10/09/2023
HISTORY OF PRESENT ILLNESS: This is a 57-year-old female patient complains of cough, sinus pressure, and sinus headache. She had these symptoms for several days now. She is not taking any medications for relief currently. No verbalization of acute high fevers or chills. No shortness of breath or chest pain. No abdominal pain. She continues with her normal bathroom habits as well.
PAST MEDICAL HISTORY: Hypertension, asthma, and migraines.
PAST SURGICAL HISTORY: Appendectomy.
CURRENT MEDICATIONS: All in the chart, reviewed.
SOCIAL HISTORY: Negative for smoke. She does drink alcohol socially. No drugs.
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 130/78. Pulse 73. Respirations 16. Temperature 98.2. Oxygenation 96%. Current weight 184 pounds.

HEENT: Eyes: Pupils are equal, round and react to light and watery. Ears: Bilateral tympanic membrane erythema more so on the left. Oropharyngeal area within normal limits although I do see postnasal drip green in color at the oropharynx.

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

LUNGS: Clear to auscultation. 
HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmurs.
ABDOMEN: Mildly obese, soft and nontender.

ASSESSMENT/PLAN: 

1. Acute sinusitis. The patient will receive Augmentin 875 mg b.i.d. 10 days #20.

2. Cough. Medrol Dosepak as well as Bromfed DM 10 mL p.o. four times daily p.r.n. #180 mL.

3. She is going to get plenty of fluids, plenty of rest, monitor symptoms and return to clinic is not improved.
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