MOORE, THEODORE
DOB: 06/07/1963
DOV: 02/21/2026
HISTORY: This is a 62-year-old gentleman here with cough. The patient states this has been going on for approximately one week or more. He states he was seen as a local urgent care treated with Zithromax with no improvement. He states he is coming in today because the cough is keeping up at night. He states he is not getting chance to sleep and he is tired during the day. He can hear himself wheezing. Cough is not productive of yellow sputum.
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: The patient denies chills. Denies increased temperature. He endorses myalgia. Denies travel history, weight loss, or night sweats. Denies bloody sputum with cough.
The patient reports sinus pressure in the frontal and maxillary regions.
PHYSICAL EXAMINATION:

GENERAL: Alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 94% at room air.

Blood pressure 121/70.
Pulse 80.

Respirations 18.
Temperature 97.6.
NOSE: Congested green discharge erythematous and edematous turbinates.

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

RESPIRATORY: Poor inspiratory and expiratory effort. The patient has diffused 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.
ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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ASSESSMENT:

1. Acute bronchitis.
2. Sinusitis.
3. Cough.

4. Acute rhinitis.

5. Insomnia (cough induced).
PLAN: Today, the patient received the following medications:
1. Lincomycin 600 mg one IM.

2. Dexamethasone 10 mg IM.
He was given Atrovent and Albuterol inhaler via nebulizer and on completion of these interventions, the patient was reevaluated. He reports some improvements. He was comfortable with my discharge plan. He was given strictly turn precautions. He was sent home with the following:
1. Robitussin AC 10 mL p.o. q.h.s. for 10 days #100 mL.

2. Clarithromycin 500 mg one p.o. b.i.d. for 14 days #28.

3. Albuterol 2.5/3 mL 3 mL at home nebulizer t.i.d. p.r.n. for cough and wheezing #1 box.

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