WILBANKS, KIMBERLY
DOB: 10/03/1963
DOV: 09/16/2025
HISTORY OF PRESENT ILLNESS: The patient was seen seven days ago in the clinic for upper respiratory symptoms, was given two steroids and two antibiotics, returned three days later, given two steroids and two antibiotics and now here today. She states that she is feeling better, but she is not all the way done well. This is almost the tenth day since the date of onset. No fever, body aches, or chills noted.
PAST MEDICAL HISTORY: Hypertension.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.
SKIN: Without rash or lesions.
LABS: Testing in office, chest x-rays negative for any infiltrates.
ASSESSMENT: Viral upper respiratory infection.
PLAN: We will provide Bromfed for symptom management as well as an inhaler. Discharged in stable condition. Advised to follow up as needed.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

