CLINIC VISIT NOTE

BUTLER, SABRINA
DOB: 06/06/1960
DOV: 02/01/2025
The patient presents with history of slight sore throat, congestion, myalgia and lethargy type symptoms mostly today with frontal headache with history of being exposed to type A flu through daughter.
PAST MEDICAL HISTORY: She has had history of degenerative joint disease receiving injections, also ankylosing spondylitis, seen by neurologist involving the neck and the back, neuropathy with chronic pain syndrome on Norco and gabapentin, anxiety disorder on lorazepam, and history of obesity.
SOCIAL HISTORY: Exposed to type A flu through daughter.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient appears to be in mild distress. Head, eyes, ears, nose and throat: 1+ erythema of the pharynx. Neck: Supple without masses with tenderness to posterior neck. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Painful range of motion of knees without effusion. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

The patient’s lab and strep screens were negative.
FINAL DIAGNOSES: Influenza; possible type A, allergic rhinitis, sinusitis, apparent upper respiratory infection, frontal headache with history as above.
PLAN: Given dexamethasone 5 mg, Rocephin 500 mg and Toradol 30 mg with prescription for Z-PAK, Medrol Dosepak and Tamiflu. To take increased dose of vitamin C with decongestant antihistamine, to follow up with PCP, to go to the emergency room if headache worsens or does not clear.
John Halberdier, M.D.

