MOORE, MORRIS
DOB: 06/02/1964
DOV: 03/13/2025
HISTORY OF PRESENT ILLNESS: This is a 60-year-old gentleman comes in complaining of cough, sore throat, fatigue, and congestion. Symptoms have been going on for three days. His wife was in the hospital with pneumonia.
PAST MEDICAL HISTORY: The patient has a history of hypertension.

PAST SURGICAL HISTORY: No recent surgery.
MEDICATIONS: Amlodipine 10 mg and Bystolic 10 mg.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: He does drink three beers a day and does not smoke.
FAMILY HISTORY: Noncontributory.

PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake. He is in no distress.

VITAL SIGNS: Weight 271 pounds, O2 sats 97%, temperature 98.8, respirations 20, pulse 87 and blood pressure 136/59.
HEENT: Posterior pharynx is red and inflamed.
LUNGS: Clear.
HEART: Positive S1 and positive S2.

NEUROLOGICAL: Nonfocal.

SKIN: No rash.

ASSESSMENT/PLAN:
1. The patient’s flu test A is positive.

2. Tamiflu.
3. Decadron 8 mg now.
4. Lots of liquid.
5. Rest.
6. No sign of pneumonia.

7. We talked about secondary infection with the flu.
8. If it does not improve, he will come back in 48 hours.

9. Findings were discussed the patient at length before leaving the clinic.
Rafael De La Flor-Weiss, M.D.
