CLINIC VISIT NOTE

ANDERSON, TINA

DOB: 04/19/1965

DOV: 05/16/2024

The patient presents with history of cough, sore throat, congestion, and ear pain for the past 14 days. Denies shortness of breath.

PAST MEDICAL HISTORY: Uneventful.

SOCIAL HISTORY: Smokes half a pack a day; previously, one pack a day for a longtime. Works as a property manager.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Cerumen in the right external canal blocking visualization of right tympanic membrane. Neck: Supple without masses. Lungs: Scattered rhonchi and faint expiratory wheezes with an O2 saturation of 96%. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.

Chest x-ray was obtained and showed no acute findings.

DIAGNOSES: Asthmatic bronchitis, history of asthma and using inhaler occasionally and early COPD as well as mild eczema to external ears.

PLAN: The patient was given nebulizer treatment in office with improvement per the patient with continued presence of faint wheezing. The patient had to leave after a few-second treatment, but was given prescriptions for albuterol with a nebulizer and also given a prescription for Z-PAK and Medrol Dosepak with injections of Rocephin and dexamethasone. Advised to get over-the-counter Cortisporin, but given a prescription for Kenalog to take as well. Continue with Mucinex DM. The patient is to take medications as above.
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