TARAS, JANNIE

DOB: 09/29/1966

DOV: 11/04/2023
HISTORY: This is a 57-year-old female here for routine followup.

Ms. Taras has a history of COPD, hypertension, tobacco use disorder and vitamin D deficiency, is here for followup for these conditions and medication refill. She states that since her last visit, she has had no need to seek medical, psychological, surgical, or emergency care.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
ALLERGIES: Reviewed and compared to last visit, no changes.

MEDICATIONS: 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 runny nose.

She reports sneezing.

She reports pain and pressure behind her eyes and in her ethmoid sinus region. She states that she has a history of sinusitis and this seems similar.

She reports cough. She states that cough is productive of green sputum. Denies travel history. Denies weight loss. Denies night sweats. She states that she does not have any blood with sputum when she coughs.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 175/80, repeat blood pressure is 189/91. The patient indicated that she has not taken her blood pressure medication today, she will take it as soon as she gets home.
Pulse is 98.

Respirations 18.
Temperature is 98.2.

HEENT: Nose is congested with green discharge. Erythematous and edematous turbinates.
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RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes into a cough fit with deep inspiration. She has mild inspiratory and expiratory wheezes that are heard diffusely.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding.

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

ASSESSMENT:
1. Chronic sinusitis.

2. Hypertension.

3. Acute rhinitis.

4. COPD.

5. Acute bronchitis.

6. Vitamin D deficiency.

PLAN: In the clinic today, the patient received the following:

1. Lincomycin 300 mg IM.
2. Dexamethasone 10 mg IM.

She was observed in the clinic for an additional 20 minutes, then reevaluated, she reported no side effects from the medication.
The patient’s labs were drawn as follows. CBC, CMP, lipid profile, A1c, TSH, T3, T4. She was given the opportunities to ask questions, she states she has none. Her medications were refilled for chronic condition and her new condition today as follows.
1. Lisinopril 10 mg one p.o. daily for 90 days #90.
2. Singular 10 mg one p.o. daily for 90 days #90.
3. Vitamin D3 50,000 units one p.o. weekly for 90 days #13.
4. Prednisone 20 mg one p.o. daily for 10 days #10.
5. Zithromax 250 mg two p.o. now, then one p.o. daily until gone #6 pills.
6. Hydroxyzine 50 mg one p.o. at bedtime.
7. Bromfed 2/10/30/5 mL 10 mL p.o. t.i.d.

The patient was given the opportunity to ask questions, she states she has none. She was advised that as soon as the lab results are available, we will call and let her know what the results are. She was given a work excuse; the patient was sick since Friday, but was unable to come in until today because of transportation issues.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

