MEISKIE, RICK
DOB: 11/02/1961
DOV: 08/25/2025

HISTORY: This is a 63-year-old gentleman here for followup.
The patient was seen on 08/23/2025, diagnosed with pneumonia, originally diagnosed at another facility in the emergency room, came on 08/23/2025, because of no improvement. At that time, he was discharged with home nebulizer machine; he declined stating that he has one at home and he does not have medication and he was sent home with Levaquin 500 mg b.i.d. and albuterol 2.5 mg/3 mL for his home nebulizer. He states he feels just a little better, but not quite. He states he is still having cough and feels like something is in his chest.
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 denies chills or myalgia. He denies increased temperature. Denies vomiting or diarrhea. He states he is eating and drinking well. The patient states “I really would like to have antibiotics in the IV because that works best for me in the past”.

All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 122/85.

Pulse 98.
Respirations 18.
Temperature 98.9.

HEENT: Normal. Mucous membrane dry.
NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Poor inspiratory and expiratory effort. He has crackles in the right lower lobe. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate rhythm with no murmurs. No peripheral edema or cyanosis.

SKIN: Dry.
EXTREMITIES: Full range of motion with no discomfort with range of motion. He bears weight well with no antalgic gait.

ASSESSMENT:

1. Pneumonia.
2. Dehydration.

3. Cough.
4. Bronchitis.

PLAN: A chest x-ray was done in the clinic today. Chest x-ray reveals increased lung marking, also right perihilar opacity. Costophrenic angle is sharp.

The patient received the following in the clinic today:

1. IV Rocephin 1 g.

2. IV normal saline one liter bolus.

After infusion of the IV fluids, the patient reports “I feel much better”. He was strongly encouraged to continue the antibiotics which he received yesterday, to come back to the clinic if worse or go to the nearest emergency room if we are closed.
He was given the opportunities to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
