Clinic Visit Note
Patient’s Name: Maria Lufrano
DOB: 02/20/1973
Date: 03/13/2026
CHIEF COMPLAINT: The patient came today with a chief complaint of cough, chest congestion, nasal congestion, and history of smoking.

SUBJECTIVE: The patient stated that for the last five to seven days, the patient has cough and it is progressively getting worse. The patient has tried over-the-counter medication without much relief.
The patient is also complaining of congestion in the chest and also significant nasal congestion and has sometimes difficulty breathing in the nighttime.
The patient has a history of smoking cigarettes and she has cut down to half pack of cigarettes per day and she eventually wants to quit smoking.

REVIEW OF SYSTEMS: The patient denied dizziness, double vision, ear discharge, neck pain, chest pain, short of breath, nausea, vomiting, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or snoring.

PAST MEDICAL HISTORY: Unremarkable. The patient has seen dentist for dental problem.
SOCIAL HISTORY: The patient is married, lives with her husband. She is smoking half pack of cigarettes per day. The patient works as a manager in food industry.
FAMILY HISTORY: Noncontributory.

OBJECTIVE:
HEENT: Examination reveals bilateral nasal congestion without any bleeding. Oropharyngeal examination is unremarkable.
NECK: Supple without any thyroid enlargement or lymph node enlargement.

LUNGS: Rhonchi bilaterally.
HEART: Rapid first and second heart sounds without any cardiac murmur.

ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness or edema.

NEUROLOGIC: Examination is intact and the patient is ambulatory without any assistance.

I had a long discussion with the patient regarding treatment plan and all her questions are answered to her satisfaction and she verbalized full understanding.
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