CLINIC VISIT NOTE

STECKEY, MARK
DOB: 02/13/1963
DOV: 06/07/2025
The patient presents with history of cough, congestion, flu-like symptoms and some chills for three days, describes burning pain to his lower chest front and back for two days not related to inspiration or movement.
PAST MEDICAL HISTORY: He has degenerative joint disease of his lower spine diagnosed by chiropractor years ago. Sees cardiologist for health evaluation with family history of heart disease.
SOCIAL HISTORY: Still works offshore, but with decreased lifting as he works as a manager.
REVIEW OF SYSTEMS: He states he had myalgia yesterday, relieved with rest.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Chest Wall: Without tenderness. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

The patient had flu, strep and COVID testing with positive COVID test.

DIAGNOSES: Bronchitis, sinusitis per history with chest pain suspected musculoskeletal, apparently COVID as well.
PLAN: Given Rocephin and dexamethasone with prescription for Medrol and Z-PAK. Advised to follow up with his cardiologist in two days for further evaluation of chronic status as needed. No definite evidence of pericarditis or cardiac etiology for pain with history of a recent stress test. To continue the vitamin C and will be seen here if necessary and go to the ER if pain increases or any respiratory distress.
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