POTTER, JENNY
DOB: 05/22/1969
DOV: 03/03/2026
HISTORY: This is a 56-year-old female here for a routine physical examination.

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 reports right knee pain. She indicated that she has had surgery in that knee and has been experiencing on and off pain and has indicated that her job (as a postal worker) entails multiple time periods on her feet and multiple walking back and forth and noticed pain with these activities. She also reports cough which is stated is productive of green sputum. She states the cough has been on for approximately two weeks, has been using over-the-counter medication with no improvement. She states she was concerned because it is now green sputum that comes up with the cough with some chills and myalgia. She reports no travel history. No weight loss. No night sweats. She states she has had pneumonia in the past and symptoms are similar.
PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 142/91.

Respirations 19.

Temperature 98.0.

RIGHT KNEE: No edema. No erythema. She has full range of motion with some grating with range of motion. No effusion. No erythema. Joint is not hot to touch. There is no significant discomfort with range of motion.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. She however goes into a cough fit with deep inspiration. Cough is rattling.

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.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Acute cough.

2. Physical examination.

3. Muscle aches.

4. Right knee pain (chronic).

PLAN: Today, the patient has received the following medications: Rocephin 1 g IM and dexamethasone 10 mg IM. She was observed in the clinic for additional period of approximately 20 minutes or so, then reevaluated. She states she is beginning to feel little bit better. Today, the patient had ultrasound of all her organ systems as part of her physical examination today. Labs were drawn. Labs include CBC, CMP, lipid profile, A1c, vitamin D and thyroid.

She was sent home with the following medications:
1. Tessalon 100 mg one p.o. t.i.d. for 10 days #30.
2. Tizanidine 4 mg one p.o. q.h.s. for 30 days #30.

3. Moxifloxacin 400 mg one p.o. daily for five days #5.

She was advised to increase fluids, to come back to the clinic if worse or to go to the nearest emergency room if we are closed.

She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

