ALLEN, MARY
DOB: 04/11/1969
DOV: 05/12/2025
HISTORY OF PRESENT ILLNESS: A 56-year-old woman comes in with cough, congestion, shortness of breath, difficulty with breathing, temperature of 101. She states short of breath last night which she took a Valium for. Today, her O2 sat is 93% on room air and she does have a negative chest x-ray. No leg swelling. No sign of PE. Her COVID, strep and flu are all negative today.

Mary is a 56-year-old woman. She lives out of town. She lives by herself. She is not married, never had any children.

PAST MEDICAL HISTORY: Insomnia, migraine headaches, anxiety, fibromyalgia, depression, hyperlipidemia, chronic pain, and B12 deficiency related to gastric sleeve.
PAST SURGICAL HISTORY: Back surgery, gastric sleeve, right breast surgery, cholecystectomy, and hysterectomy.
MEDICATIONS: Hydrochlorothiazide 25 mg p.r.n. for edema, Effexor 300 mg XR once a day, Lyrica 100 mg t.i.d. for fibromyalgia, trazodone 300 mg at bedtime for sleep and depression, Zocor 20 mg once a day, Latuda 80 mg a day, Robaxin 750 mg as needed, B12 IM every two weeks, and Ingrezza 80 mg once a day as well.
ALLERGIES: SULFA.
MAINTENANCE EXAM: Mammogram up-to-date. Colonoscopy up-to-date.
SOCIAL HISTORY: She is a schoolteacher. She has multiple medical issues and problems. She never had any children. No smoking. No drinking.
FAMILY HISTORY: Mother and father died of old age. No colon cancer. No breast cancer. No other abnormality seen.
REVIEW OF SYSTEMS: Her weight is stable. Positive cough. Positive congestion. Positive palpitation. Positive dizziness associated with the cough. Some nausea. No vomiting. Postnasal drainage. No hematemesis, hematochezia, seizure or convulsion. She is not suicidal. She has never been suicidal. Medications are working for her. She is working on regular basis.
PHYSICAL EXAMINATION:

VITAL SIGNS: Weight 212 pounds, down 4 pounds. O2 sat 90-96%, checked twice. Temperature now is 99.5. Respirations 20. Pulse 87. Blood pressure 139/87.
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HEENT: TMs are red. Posterior pharynx is red and inflamed.
LUNGS: Rhonchi and rales, a few.

HEART: Positive S1 and positive S2. 
ABDOMEN: Soft.

NEUROLOGICAL: Nonfocal.
ASSESSMENT/PLAN:
1. Chest x-ray shows no evidence of pneumonia. Secretion retention noted.

2. Rocephin 1 g now.

3. Decadron 8 mg now.

4. Levaquin 500 mg #7 one a day.

5. Phenergan DM for cough.

6. Medrol Dosepak.

7. She has lots of albuterol at home to use for inhaler.

8. Trelegy 200/62.5/25 mcg one puff a day, only one puff. This is not a rescue inhaler, discussed with the patient.

9. Flu A and B and COVID are all negative.

10. Lots of liquid.

11. Rest.

12. Stay off work.

13. Call me in 24 hours.

14. Carotid ultrasound shows excellent blood flow.

15. Echocardiogram is normal.
16. No sign of CHF causing her shortness of breath or decompensation.

17. Upper extremity shows minimal edema and no evidence of DVT or PVD.

18. Abdominal ultrasound shows a slight fatty liver. Gallbladder is absent. She has had hysterectomy.

19. Lower extremity shows no DVT or PVD as well as upper extremity.

20. Thyroid is without any nodules.

21. Findings discussed with the patient at length before leaving the office.

Rafael De La Flor-Weiss, M.D.

