CLINIC VISIT NOTE

MALNAR, JAMES
DOB: 03/22/1944
DOV: 10/04/2025
The patient is seen with history of increased respiratory distress for the past two days with slight congestion and cough. He has been using home nebulizer five to six times a day. He thinks he caught it from his brother-in-law who was there recently.
PAST MEDICAL HISTORY: Hypertension, high lipid disease, mild COPD and also history of severe COVID five years ago with occasional shortness of breath since.
SOCIAL/FAMILY HISTORY: He takes care of elderly wife who is relatively bedridden.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in mild distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Wheezing inspiratory and expiratory with PO2 saturation of 96%. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Basically, within normal limits. Neuropsychiatric: Basically, within normal limits. Skin: Basically, within normal limits.
IMPRESSION: Upper respiratory infection with asthmatic bronchitis, with history of COPD, with hypertensive cardiovascular disease and high lipid disease.
PLAN: The patient was given nebulizer treatment in the office with one at home a few hours ago prior with improvement. Given injections of Rocephin and dexamethasone with prescription for Z-PAK and Medrol Dosepak and to resume Synthroid inhaler that he has been using in the past, but not recently on a daily basis with followup in a few days as needed, to go to the emergency room if worsens and to continue routine followups in two months.
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