MCATEE, WANDA
DOB: 04/14/1948
DOV: 03/24/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today, states that approximately two weeks ago she went to her grandkids’ and they may have been sick. She has runny nose and cough. No fever, no body aches, no chills noted. She has been taking Tylenol as well as allergy medications.
PAST MEDICAL HISTORY: Hypertension.
PAST SURGICAL HISTORY: Aortic bypass and cholecystectomy.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of tobacco or alcohol 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.
SKIN: Without rashes or lesions.
LABS: Testing in office, flu, COVID and strep, all negative.

ASSESSMENT: Viral upper respiratory infection and cough.
PLAN: We will provide 10 mg injection of dexamethasone in the clinic as well as Medrol Dosepak and Bromfed for symptom management. The patient was advised to follow up as needed. Discharged in stable condition.
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