COTO, ROSARIO
DOB: 02/09/1967
DOV: 07/29/2023
HISTORY: This is a 56-year-old female here with cough. The patient stated this has been going on for about two weeks or so. She states that she was seen and treated with Zithromax, but does not improve. She states she came in today because she has discomfort in her left chest and discomfort when she coughs. She states that the discomfort increase whenever she coughs. She denies trauma. She states that cough is productive of green 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: She denies shortness of breath. Denies diaphoresis. Denies proximal nocturnal dyspnea.
The patient reports the numbing pain that shoots from her back down to her buttocks that is were especially  she sits in certain position. She states she has a history of sciatica and the pain is similar.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 164/70.
Pulse is 85.

Respirations 18.

Temperature is 97.2.

HEENT: Normal.

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

RESPIRATORY: Poor inspiratory and expiratory effort. She has rales in the left lower lung field. She goes into cough with deep inspiration. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema cyanosis.

ABDOMEN: Non-distended. No visible peristalsis. No guarding.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion of upper and lower extremities. No peripheral edema. Negative Homan’s sign.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:

1. Acute bronchitis.
2. Sciatica.
3. Cough.
4. Reactive airway disease.
PLAN: In the clinic today, the patient received the following albuterol and Atrovent nebulizer x1, Rocephin 1 g IM and dexamethasone 10 mg IM, she was observed in the clinic for additional 15 to 20 minutes after which was reevaluated and reports no side effects from medication. She states that she has been feeling little better after especially after a breathing treatment.

The patient was sent home with the following medications.

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

2. Tessalon 100 mg one p.o. t.i.d. for 10 days #30.

3. Gabapentin 300 mg one p.o. t.i.d. for 14 days #42.

4. Albuterol 2.5/3 mL, he will take 3 mL t.i.d. p.r.n. for wheezing or cough, uses home nebulizer one box.

PMP AWARxE was reviewed. The data from PMP AWARxE does not support drug-seeking behavior.

The patient and I had a lengthy discussion but importance of severity of her illness. She was advised to go to the emergency room for more detailed evaluation, but she declined citing funding. Her husband is the only work in the family and does not want to create a bill for him to pay.
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The patient and I had a lengthy discussion and advised her I think she may have pneumonia based on physical exam. She states she understands. She states she does want to get some treatment here and if she gets worse, she will come back, or go to emergency room.

She was given the opportunity to ask questions she states she has none. She is comfortable being discharge and will followup with her primary doctor with strict instructions to go to emergency room if symptoms get worse.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

