CLINIC VISIT NOTE

GALLOWAY, SONIA
DOB: 02/12/1959
DOV: 10/19/2024
The patient presents with complaints of increased coughing in the past several days with episode of pain to right upper shoulder with inspiration and cough last night and today with history of COPD with pneumothorax and collapsed right lung in the past. Home O2 saturation 94%. 
PAST MEDICAL HISTORY: COVID x 2 with near hospitalization prior to vaccination, type II diabetes, allergic rhinitis, sinusitis, COPD with pneumothorax to right lung, and oxygen at home with pulmonary specialist.

SOCIAL HISTORY: The patient is a CPA, still works from home, lives with daughter who helps and supportive.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Decreased breath sounds. Right chest: Scattered rhonchi without rales or wheezes. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

The patient had chest x-ray obtained in the office showed elevation of right diaphragm without acute changes, infiltrate, or evidence of pneumothorax compatible with prior history without acute changes.

DIAGNOSES: Bronchitis with COPD with pleuritic type chest pain with history of pneumothorax.

PLAN: The patient given injections for Rocephin and dexamethasone with prescriptions for Z-PAK and Medrol Dosepak. Advised to follow up with PCP and pulmonary specialist to continue regular medications. Follow up here as necessary.
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