DELAFLOR, DENIA
DOB: 02/20/1957
DOV: 01/30/2025
HISTORY: This is a 67-year-old female here with cough and sore throat. The patient states this has been going on for approximately three days or so. She has been using some medication over-the-counter and has not improved. She states cough is dry and nonproductive. She states cough does not produce blood. She denies weight loss or night sweats. She denies travel history.
The patient states that she has pain with swallowing in her throat; pain she described as “kind of sharp”, worse with swallowing, rated 6/10. The patient denies neck pain, stiff neck. She endorses chills, myalgia. She denies vomiting or diarrhea.

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

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

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: 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.

PHYSICAL EXAMINATION:

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

O2 saturation 97% at room air.
Blood pressure 130/75.

Pulse 77.

Respirations 18.

Temperature 97.8.
HEENT: Nose: Clear discharge. Congested, erythematous and edematous turbinates. Throat: Erythematous uvula, tonsils and pharynx. Uvula is midline and mobile. No exudates.

NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Good inspiratory and expiratory effort. There are mild inspiratory and expiratory wheezes that are heard diffusely.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

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. Influenza A infection.

2. Bronchitis.
3. Reactive airway disease.
4. Acute cough.

5. Fatigue.

6. Myalgia.
PLAN: The following tests were done in the clinic today: Flu and strep. Strep is negative. Flu is positive for flu A.

Chest x-ray was done AP and lateral. X-ray does not reveal any significant infiltrate or effusion. Cardiac silhouette is normal. No bony abnormalities. Mediastinum is not wide.

The patient was sent home with the following medications:
1. Tamiflu 75 mg one p.o. b.i.d. for five days #10.

2. Budesonide 3 mg one p.o. q.a.m. for 14 days #14.

3. Xopenex 1.25/3 mL, she will take 3 mL t.i.d. p.r.n. for cough or wheezing. She was given one box.
The patient was advised to increase fluids, to come back to clinic if worse or to go to the nearest emergency room if we are closed. She was given the opportunities to ask questions, she states she has none.
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