CLINIC VISIT NOTE

YOUNG, CATHERINE
DOB: 06/10/1947
DOV: 11/11/2023
The patient with cough and congestion for seven days with slight dyspnea on exertion, history of hypertension, and high lipid disease. She smokes one-half pack per day; decreased from one pack per day. She states has stress as caregiver for her husband with decreased sleep; husband awakes her.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Few scattered rhonchi with slightly decreased breath sounds without wheezing or respiratory distress. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
FINAL DIAGNOSES: Bronchitis, upper respiratory infection, hypertension and mild early COPD.

PLAN: The patient is given breathing treatment with nebulizer and albuterol with much improvement reported by the patient with increased breath sounds. The patient is given Rocephin and dexamethasone with prescriptions for Z-PAK, Medrol and nebulizer with albuterol. The patient advised to follow up here as needed and for routine care.
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