MATTHEW, WILLIAM
DOB: 10/11/1930
DOV: 01/02/2026
HISTORY: This is a 95-year-old gentleman here with cough. The patient said this has been going on for approximately four days. Said he came in today because the over-the-counter medications when using is not helping. Says cough is nonproductive. He said he feels like something is there, but just cannot bring it up. He denies travel history. Denies night sweats or weight loss. Denies bloody sputum with his cough.
PAST MEDICAL HISTORY:
1. Congestive heart failure (status post pacemaker). (He says he is not sure of the date).
2. Hypertension.
3. Hypercholesterolemia.
4. Peripheral edema.
5. Gastroesophageal reflux disease.
REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above. The patient reports chest congestion.
The patient reports runny nose. Sayd discharge from his nose is clear.

The patient denies chills. Denies myalgia. Denies increased temperature.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure is 154/74.

Pulse is 72.

Respirations are 18.

Temperature 97.1.
HEENT: Normal.

NOSE: Congested with clear discharge erythematous and edematous turbinates.

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

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

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

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

ABDOMEN: Non-distended. No regarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No peripheral edema or cyanosis. He bears weight well with some difficulties and this is chronic he says he has had multiple surgeries on his hips and he is using a walker.
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ASSESSMENT:
1. Influenza A infection
2. Acute bronchitis.
3. Acute cough.
4. Acute rhinitis.
PLAN: Today, we did a chest x-ray. Chest x-ray reveals no infiltrates, cardiac silhouette is enlarged and pacemaker line is present, costophrenic angle shot there is increased lung markings.
The following tests were done in the clinic today; flu and COVID. COVID is negative. Flu is positive.

In the clinic today, the patient received following; nebulizer consists of albuterol and Atrovent x1, Rocephin 1 g and dexamethasone 10 mg. Strep test, flu test and COVID tests were done. Strep and COVID were negative. Flu is positive. The patient was observed for approximately 20 minutes or so in the clinic then he indicated that he is feeling little better. He is comfortable with my discharge with instructions he is strictly and encouraged to go to the emergency room if he tries to do follow-up here and we close. He was given the opportunity to ask questions and he states he has none. The patient was sent home with the following medication:
1. Moxifloxacin 400 mg one p.o. daily for five days #5.
2. Albuterol MDI 90 mcg two puff t.i.d. p.r.n. for cough.
3. Tessalon 100 mg one p.o. t.i.d. 10 days #30.
4. Tamiflu 75 mg one p.o. b.i.d. for five days #10. Strongly encouraged to increase fluids to avoid alcohol and sugary beverages. He said he understand and will comply.
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