HUFF, JOANN
DOB: 09/13/1954
DOV: 02/24/2025
HISTORY OF PRESENT ILLNESS: The patient is well known to the clinic, comes in requesting her _______ treatment that she gets when she does not feel good. No fever, body aches, or chills. No shortness of breath. No difficulty swallowing.

PAST MEDICAL HISTORY: Dyslipidemia, GERD, migraines, and anxiety.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: Multiple, see chart.

SOCIAL HISTORY: No reports of ETOH or tobacco use.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.

NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

LABS: Testing in the office, flu and strep, both negative.
ASSESSMENT: Anxiety and cough.

PLAN: We will provide what the patient requested as it is what she gets normally and is very definitive that that is the only thing that works for her and she is not interested in education on what is going on with her nor treatment option, that will be the best with a least amount of risk to her. The patient is discharged with no followup and advised to follow up with PCP as needed.
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