CLINIC VISIT NOTE

HOPE, LYNDI
DOB: 08/08/1982
DOV: 12/05/2025
The patient presents with cough and congestion with decreased symptoms with flu-like symptoms for three days. She has Klonopin for her chronic anxiety, also states that she has chronic cough off and on for the past two years. She has home albuterol and handheld nebulizer for use.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL & FAMILY HISTORY: She states she works in a retirement center. She is a smoker.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Slight sedation. Head, eyes, ears, nose and throat: 1+ hoarseness. Neck: Slight lymphadenopathy posterior. Lungs: 1+ 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.

DIAGNOSES: Recurrent bronchitis, questionable asthma by history, recent dog bite to right thigh, impacted cerumen, anxiety disorder and nicotine dependence.
PLAN: The patient was advised to decrease Klonopin, to take only as needed with counseling recommended as before. Also, recommended irrigation of ears done here in the office with some results, improved hearing. Offered Rocephin and dexamethasone, refused. Given __________ DM for cough. Advised to follow up with PCP as necessary and decrease nicotine.
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