LAMBERT, EDWIN
DOB: 01/17/1960
DOV: 10/06/2025
HISTORY: This is a 65-year-old gentleman here with cough and increased glucose. The patient stated that he was seen here on 10/03/2025, was diagnosed with pharyngitis and bronchitis, was prescribed Bromfed, Medrol Dosepak and amoxicillin; he states he is not getting better. He states whenever he gets like this, he usually takes Z-PAK and that works much better for him. He also indicated that he checked his sugar. His sugar at one point was in the 500s, then he noticed again, it is in the 400, checked again, it was in the 200 and decided to come in today. He states he has been eating right and is afraid to eat because of his sugar level and he states he feels dizzy.
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: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 139/85.

Pulse 69.

Respirations 18.

Temperature 97.2.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. He has diffuse inspiratory and expiratory wheezes. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Distended secondary to obesity. No tenderness to palpation. No rebound. No visible peristalsis.

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. Acute bronchitis.

2. Cough.

3. Hyperglycemia.

PLAN: Fingerstick was done today in the clinic. Fingerstick reveals glucose at 217. The patient was immediately started on normal saline IV which was run wide open. On completion, his glucose was repeated, it is 209. The patient was advised to stop the Medrol Dosepak as this has a relationship with increased glucose. He states he understands and will comply. He was advised to eat his normal meals that is compatible with his diabetes.
The patient was given a breathing treatment in the clinic today. The breathing treatment consists of albuterol and Atrovent. He was observed here for approximately 15/20 minutes in the clinic, then reevaluated; his wheezing improved, he reports improvement overall and he is comfortable being discharged.
He was sent home with the following medications:

1. Zithromax 250 mg two p.o. now, one p.o. daily until gone #6.

2. Tessalon 100 mg one p.o. t.i.d. for 10 days #30.
3. Allegra 180 mg one p.o. daily for 30 days #30.
He was strongly encouraged to increase fluids, to come back if worse.

He was given the opportunity to ask questions and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

