CLINIC VISIT NOTE

JACKSON, SUZANNE
DOB: 05/01/1960
DOV: 10/18/2025
The patient presents with history of cough, congestion, and shortness of breath for two weeks. She states her O2 saturation at home was 91% with history of COPD. She states she felt better after nebulizer treatment last night and resting with taking deep breaths as instructed by pulmonary specialist.
PAST MEDICAL HISTORY: COPD with last chest x-ray six months ago, has history of COVID with hospitalization for one month with CPAP without intubation with worsening of COPD. She states she had pneumonia last year.
SOCIAL HISTORY: She used to smoke two packs a day and stopped for the past 10 years.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. 
PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Decreased breath sounds with scattered rhonchi. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

FINAL DIAGNOSES: COPD with bronchitis.

PLAN: The patient had breathing treatment with clearing of lungs, was given Rocephin and dexamethasone IM with Z-PAK and Medrol Dosepak and to take DM for cough suppressant. To follow up with pulmonary specialist. Note: PO2 repeated by me was 95%.
John Halberdier, M.D.

