CLINIC VISIT NOTE

ENLOE, GENA
DOB: 08/13/1966
DOV: 12/05/2024
The patient presents with history of cough, with slight shortness of breath and dyspnea on exertion, with history of COPD. Describes pressure sensation of chest, off for the past week.

PAST MEDICAL HISTORY: Hypertension, chronic bronchitis, COPD, low thyroid disease, high lipid disease, anxiety disorder, neuropathy, chronic pain syndrome, and prior pneumonia.
The patient states that she has 16 people in her home, children and grandchildren providing for husband works, but just comes home and sleeps.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in mild distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Rhonchi with oxygen saturation of 97% without respiratory distress. 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.

IMPRESSION: Bronchitis, with upper respiratory infection, with history of COPD.

PLAN: The patient was advised to use handheld nebulizer and nebulizer at home, not using at present, but has medications. Given an injection for dexamethasone and Rocephin with prescription for Z-PAK and Medrol Dosepak. Follow up with primary doctor and here if necessary. Again, encouraged to decrease her tobacco. As stated before, past diagnoses of COPD, bronchitis and upper respiratory infection.
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