RHODES, LISA
DOB: 12/21/1958
DOV: 08/27/2025

HISTORY: This is a 66-year-old female here with cough, congestion, and body aches. The patient states this has been going on for approximately three days. She states that she was exposed to her grandson who recently started school and is having similar symptoms.
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 runny nose, states discharge from her nose is clear.
The patient reports ear congestion, states she feels like fluid is in her ears.

The patient reports sneezing.

She reports headaches. She states headache is present only when she sneezes or coughs, not the worst of her life, gradual onset. She states headache at the moment is approximately 4/10.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, obese, young lady in mild distress.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 108/72.
Pulse 68.
Respirations 18.
Temperature 98.0.
THROAT: Erythematous and edematous tonsils, pharynx and uvula. No exudate. Uvula is midline and mobile.

FACE: No edema. No erythema. The patient points to frontal sinuses and states she has pressure-like sensation in her frontal sinuses and sneezing.
NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding.

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 rhinitis.
3. Ear effusion.
4. Acute cough.

PLAN: Following tests were done today: Flu and COVID. Flu is negative. COVID is positive. The patient was educated about her findings and what conservative method she can take to ensure that her symptoms are not severe.

The risk for 24-hour decompensation with COVID was reviewed in this patient’s case. Her O2 sat is 98% at room air. She does not have a history of COPD or diabetes. She is not in any respiratory distress. Her risk for decompensation is low; however, she was strongly encouraged to go to the emergency room or come back to this clinic if she is getting worse.
The patient was sent home with the following medications:

1. Paxlovid 300/100 mg dose pack, she will take one dose b.i.d. for five days.

2. Motrin 800 mg one p.o. t.i.d. p.r.n. for pain/fever.

3. Singulair 10 mg one p.o. daily for 30 days #30.

She was offered a nebulizer machine, mask and tubing, she declined; she states she has one at home, also states she has medication at home for machine. She was strongly encouraged to use it especially if she finds herself wheezing or with cough.
She was given the opportunity to ask questions, she states she has none.
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