BOOTY, ADA
DOB: 11/02/1951
DOV: 08/13/2025
HISTORY: This is a 73-year-old female here with runny nose and congestion. The patient stated this has been going on for approximately one week. She states she has been using over-the-counter medication with no improvement, but she states she had to stop over-the-counter medication because it is causing her blood pressure to go up.
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 stated discharge from her nose is clear, sometimes green.
The patient reports cough, which she states productive of green sputum. She denies myalgia, chills, or increased temperature.

The patient stated she continued to use her CPAP machine, which she stated sometimes contributes to her congestion the morning after.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.

VITAL SIGNS:

She is chronically on nasal cannula at 2 liters per minute and she is at 94% because of her chronic illness. She appears in no distress however.
Blood pressure reading could not have been assessed. I suspect her blood pressure may have been too high; it is not reading on the machine. We did a manual and manual was 189/88. She was given clonidine and her blood pressure was repeated approximately half an hour after the clonidine and it is 185/81.
Respirations are 18.

Temperature is 98.2.

HEENT: Normal.

NOSE: Congested with clear discharge. Erythematous and edematous turbinates.

THROAT: Erythematous and edematous tonsils, pharynx and uvula. No exudate present. Uvula is midline and mobile.
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NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: She has 1+ pitting edema (this is chronic for her with her ongoing hypertension issues).
ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

NEURO: Alert and oriented x3. The patient is wheelchair bound, but demonstrates no signs or symptoms of neurological deficits or acute disorders.
ASSESSMENT:
1. Rhinitis.
2. Pharyngitis.
3. Cough.

4. Bronchitis.

5. Chronic COPD.

PLAN: Today, we did the following tests: strep, flu and COVID. These tests were negative. However, she was exposed to her son who tested positive for strep. Her son is her caretaker, so, because of this patient’s comorbidities, I will go ahead and treat her with antibiotics. In the clinic, she received a shot of Rocephin 1 g IM, she was observed for additional 15 or so minutes, then reassessed, she stated she is feeling little better, is comfortable with my discharge plans. She was given strict return precautions and strongly encouraged to go to the emergency room if she does not get better. She was reminded of her comorbidities and the reason why she must go to the emergency room if she does not improve within three or four hours.
The patient was sent home with the following medications:
1. Tessalon 100 mg one p.o. t.i.d. for 10 days #30.
2. Doxycycline 100 mg one p.o. b.i.d. for 10 days #20.
She was advised to increase fluids, to come back to clinic if worse.
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