STROUP, JOHN
DOB: 12/13/1997
DOV: 10/21/2023
HISTORY: This is a 25-year-old gentleman here with cough, wheezing and shortness of breath.

The patient stated he was working out doing sprints and long distance when he suddenly began to get winded. He states he usually does this on a routine basis, but today he did not stretch or get ready himself well. He stated he just went into the sprinting phase of his exercise and then into his long distance phase of his exercise. He stated he had to stop because of shortness of breath and wheezing.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco or drug use. Endorses alcohol use occasional.

FAMILY HISTORY: High blood pressure.

REVIEW OF SYSTEMS: The patient denies fever. Denies diaphoresis. He denies chest pain. Denies nausea, vomiting, or diarrhea. He denies trauma.

PHYSICAL EXAMINATION:

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

O2 saturation 96% at room air.

Blood pressure 133/82.

Pulse 112.

Respirations 18.

Temperature 98.2.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. He has diffuse expiratory wheezes. No use of accessory muscles. No respiratory distress.
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At this point of the exam, the patient was advised that he may be better served going to the emergency room for high level of care. He indicated that he works in a clinic and his wife/girlfriend is an emergency room nurse and do not think he needs to go to the emergency room. We talked about the benefits of going to the emergency room versus the benefits of being treated in an urgent care setting and he states he understands and does not want to go to the emergency room.
CARDIAC: Regular rate and rhythm, tachycardic at 112.

ABDOMEN: Nondistended. No visible peristalsis. No guarding.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. No calf tenderness or swelling. Negative Homans sign.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Reactive airway disease.

2. Cough.

3. Tachycardia.

PLAN: The patient was given the following medications in the clinic today:

1. Dexamethasone 10 mg IM.

2. Albuterol and Atrovent combination (DuoNeb) x 1.

After medication, the patient was reassessed, wheezing improved. The patient states he is feeling much better and he can breathe better now. Again, we discussed going to the emergency room particularly if symptoms are not improved. He states he feels better and do not think he needs to go to the emergency room. However, he indicated along with his girlfriend/wife that if he gets worse they will definitely go to the emergency room.

The patient was sent home with the following:
1. Symbicort 160/4.5 mcg two puffs daily.

2. Albuterol MDI 90 mcg one to two puffs t.i.d. p.r.n. for wheezing or cough #1 inhaler.

3. Prednisone 20 mg one p.o. q.a.m. for 10 days #10.

He was educated on the importance of stretching prior to strenuous exercises and to carry the inhaler I prescribed to him at all times in the event he has a relapse. He states he understands and will.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

