SILCOX, DANA
DOB: 03/13/1969
DOV: 03/12/2025
HISTORY: This is a 55-year-old female here with multiple complaints.
1. The patient indicated she is having acute asthma attack.

2. The patient states she has pain in her lower extremities.

3. The patient reports abdominal distention and discomfort and pain.

4. The patient reports cough. States cough is productive of green sputum.
5. The patient reports sneezing.

6. The patient reports nasal congestion.

7. The patient reports neck discomfort and chest discomfort.
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: All systems were reviewed and were negative except those mentioned above.
PHYSICAL EXAMINATION:
GENERAL: She is alert, oriented, obese young lady and in mild distress.
VITAL SIGNS:

O2 saturation 93% at room air.
Blood pressure 140/91.
Pulse 82.

Temperature 98.1.
NOSE: Congested with green discharged, erythematous and edematous turbinates.
NECK: Full range of motion. No rigidity. She has a nontender palpable mass versus scar tissue in her neck region.

RESPIRATORY: Poor inspiratory and expiratory effort, diffuse inspiratory and expiratory wheezes. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs.
ABDOMEN: Distended. Mildly tenderness to palpation diffusely. No rebound. No guarding. No visible peristalsis.

EXTREMITIES: Bilateral lower extremities edema. No venous cord.
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 asthma exacerbation.
2. Hypothyroidism.
3. Obesity.
4. Leg pain.
5. Leg edema.
6. Abdominal pain.
7. Abdominal distention.
PLAN: Ultrasound was done to assess the patient’s circulatory status to assess her abdomen because of complaints of abdominal pain and she is distended. Ultrasound was also done to assess to her cervical region, cervical lymph to assess her thyroid. (The patient has thyroid she is status post thyroidectomy; however, there is some palpable what may be scar tissue or mass in the region of her thyroid.)
Result of the ultrasound was unremarkable. Circulation reveals some stenosis, but not significant enough for referral for immediate intervention. The thyroid is missing based on ultrasound criteria. All her studies were remarkable.
The patient was sent homer with the following medications:

1. Levothyroxine 200 mg one p.o. daily for 90 days #90.

2. Prednisone 20 mg one p.o. daily for 10 days #10.

3. Albuterol 2.5/3 mL, she will take 3 mL with home nebulizer t.i.d. p.r.n. for wheezing.

4. Combivent Respimat 200/100 mcg she will take three puffs b.i.d. for 90 days.

The patient was on no more medications. The patient was given the opportunities to ask questions she states she has none. She states she is comfortable with my discharge plan and indicated that she felts better after the dexamethasone 10 mg IM and albuterol and Atrovent nebulizer treatment. She was given the opportunity to ask questions she states she has none.
Rafael De La Flor-Weiss, M.D.
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