COLE, JENNIFER
DOB: 11/16/1976
DOV: 11/24/2025
HISTORY: This is a 49-year-old female here with fever. The patient states this has been going on for four days, but has gotten worse in the last two. She states she came in today because she is now having chills and body aches.
PAST MEDICAL HISTORY:
1. Hypertension.

2. Seasonal allergies.

3. Gastroesophageal reflux disease.

4. Peripheral edema.

MEDICATIONS:
1. Adderall.

2. Lisinopril/HCTZ.

3. Famotidine.

4. Pantoprazole.

5. Spironolactone.

ALLERGIES: None.
REVIEW OF SYSTEMS: The patient reports cough. She states cough is dry. She denies bloody sputum with the cough. She denies night sweats or weight loss.

The patient reports fever. She states she did not check her temperature. She states she just felt hot with chills.

The patient reports runny nose. She states discharge from her nose is clear. She states she is nasal congested.

PHYSICAL EXAMINATION:

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

O2 saturation is 98% at room air.

Blood pressure 113/80.

Pulse 93.

Respirations 18.

Temperature 97.9.

NOSE: Congested, clear discharge. Erythematous and edematous turbinates.

THROAT: Erythematous and edematous uvula, tonsils, and pharynx. No exudates. Uvula is midline and mobile.

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

No tender nodes. No palpable nodes.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

COLE, JENNIFER

Page 2

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

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

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. She bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Influenza A infection.

2. Fever.

3. Cough.

4. Bronchitis.

5. Rhinitis.

PLAN: The following tests were done in the clinic today:
1. Strep.

2. Flu A and flu B.

3. COVID.

COVID and strep are negative. Flu A is positive.

In the clinic today, the patient received the following nebulizer treatment consist of Atrovent and albuterol x1. She was observed in the clinic for approximately 15 minutes after nebulizer treatment then reevaluated. She reports improvement. She was sent home with the following:

1. Tamiflu 75 mg one p.o. b.i.d. for 10 days.

2. Zofran 4 mg ODT one tablet sublingual t.i.d. p.r.n. for nausea or vomiting #12.

3. Nebulizer machine with tubing and mask #1.

4. Albuterol 90 mcg 2.5/3 mL, she will use 3 mL with her home nebulizer t.i.d. p.r.n. for cough/wheezing.

5. Motrin 800 mg one p.o. t.i.d. x 10 days #30.

The patient was strongly encouraged to increase fluids, to avoid sugary beverages including sodas, to increase water, Gatorade or Pedialyte.

She was given the opportunity to ask question and she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

