CLINIC VISIT NOTE

HERRERA, ARMANDO
DOB: 03/17/1962
DOV: 11/18/2023
The patient is seen with history of cough, sore throat, congestion, with fever and chills and flu-like symptoms for the past two days.
PAST MEDICAL HISTORY: Negative.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Unremarkable.

PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Scattered rhonchi. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
The patient had flu, strep and COVID testing all of which were normal. Also, a chest x-ray was obtained because of febrile, temperature of 105, without evidence of infiltrate or pneumonia. The patient was given Rocephin and dexamethasone injections, also was given a prescription for Z-PAK, Medrol and Tamiflu with type A flu identified on testing. Also, given Bromfed DM, has a bottle of penicillin from Mexico 800 mg, wants to take it also and okayed to take it with Z-PAK.
DIAGNOSES: Bronchial asthma with type A flu.

PLAN: Given handheld nebulizer treatment because of decreased O2 saturation, increased 98 after treatment. The patient advised to follow up with his primary doctor in two to three days, to go to the emergency room if worsens with expected improvement. Also, advised to take vitamin C and to follow up as above.
John Halberdier, M.D.

