ASHER, ADAM
DOB: 09/21/1979
DOV: 06/09/2025
HISTORY: This is a 45-year-old gentleman here with cough and diarrhea. The patient stated this has been going on for approximately two to three days, came in today because of increased cough. He states he has been using over-the-counter medication with no improvement. He states cough is productive of green sputum. He denies travel history. Denies weight loss or night sweats. Denies bloody sputum with his cough.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient reports pain and pressure in his sinus regions, his frontal and maxillary sinuses. He reports runny nose. Discharge from the nose he states is green.
The patient reports diarrhea. No bloody stool. Denies travel history. He stated that his daughter is also having similar symptoms.
The patient reports headache. He states the headache is not the worst of his life, it is gradual onset. He states pain at the moment is about 5/10 located diffusely in the scalp. Denies vomiting. Denies nausea. Denies double vision or blurred vision. Denies neck pain or stiff neck.
PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented, in mild distress. The patient has dry mucous membranes.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 130/91.

Pulse 93.

Respirations 18.

Temperature 98.2.
NOSE: Green discharge. Erythematous and edematous turbinates.

RESPIRATORY: Poor inspiratory and expiratory effort. He has diffuse inspiratory and expiratory wheezes/crackles.
ABDOMEN: Distended secondary to obesity. He has very active bowel sounds. No rebound. No guarding. No tenderness to palpation. There is no rigidity.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT:

1. COVID infection.

2. Acute bronchitis.

3. Acute cough.

4. Infectious diarrhea.

5. Dehydration.
6. _______.
PLAN: The following tests were done in the clinic today: flu is negative, COVID is positive. The patient was given a breathing treatment consisting of albuterol and Atrovent.

Because of his dry mucous membranes, the patient was offered IV fluids for hydration. He declined stating that “I am afraid of needles”.

He was offered labs; CBC, CMP, lipid profile, A1c, and TSH. The patient refused, he states “I am afraid of needles”.

After breathing treatment, the patient was reevaluated, his wheezing/rhonchi improved. Again, the patient was advised to increase fluids _______. He states he understands and will comply. He states he does not like needles and will push lots of fluids.
The patient was sent home with the following medications:

1. Nebulizer machine and mask and tubing #1.

2. Albuterol 2.5 mg/3 mL 3 mL with home nebulizer t.i.d. p.r.n. for cough and wheezing #1 box.

3. Allegra 180 mg, take one p.o. q.a.m. for 21 days #21.

4. Loperamide 2 mg, he will take two capsules now, then he will repeat one capsule after every loose stool. He was strongly advised not to take more than 16 capsules in 24 hours.

5. Zithromax 250 mg two p.o. now, one p.o. daily until all gone.

6. Paxlovid 300/100 mg dose pack, he will take one dose p.o. b.i.d. for five days.

The patient was given the opportunity to ask questions, he states he has none. He was advised to stay away from his coworkers for at least five days. He was given work excuse.
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