WEAVER, DIETRA
DOB: 07/08/1959
DOV: 01/13/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic for followup. She was seen on January 2, 2025, January 6, 2025, and now January 13, 2025 for the same condition. Both previous times, she was prescribed antibiotics and a steroid with no relief; once labs were drawn as well, showed no signs of an infection. The patient has not had fever, but she is consistent with symptoms related to upper respiratory sinus infection. She had seen ENT before and she states that the ENT did not help her that she was once seen by a doctor when she was younger and she was on an extended time for antibiotics of 18 months and that helped and like wondered if I can do it for her today in the clinic.
PAST MEDICAL HISTORY: Dyslipidemia.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: CODEINE.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.
ASSESSMENT: Congestion, cough and postnasal drip.
PLAN: Advised the patient she needs to be seen by a specialist at this point for an extended amount of antibiotics which will be inappropriate without further testing to ensure if it is the right treatment for her. I did offer Bromfed to help with her cough and symptom management at nighttime. She states she already had some and that she is fine and she would go to her primary for ENT referral. The patient was discharged in stable condition.
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