CLINIC VISIT NOTE

ANDERSON, TINA
DOB: 04/19/1965
DOV: _______
The patient presents with history of cough and congestion for the past week.
PAST MEDICAL HISTORY: History of early COPD with bronchitis with nicotine dependence.
SOCIAL HISTORY: She has cut back from one pack to half a pack per day.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Also, complains of dysuria and frequency for the past week with questionable low back pain with history of occasional urinary tract infection.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Faint wheezing and scattered rhonchi without rales. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

The patient had routine testing with presence of slight hematuria.
IMPRESSION: Upper respiratory infection with bronchitis, questionable urinary tract infection; the patient did not want to have a culture of urine.
PLAN: Given prescription for Medrol, Bromfed DM and Keflex requested by the patient. Advised to continue to decrease tobacco, follow up as necessary. She states getting lab, to return for complete physical and lab plus ultrasounds have been greater than one year last time done here. The patient is also given albuterol inhaler. She has albuterol per nebulizer at home.
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