*__________*
DOB: *_________*
DOV: 01/03/2022
CHIEF COMPLAINT:

1. Cough.

2. Fever.

3. Congestion.

4. Runny nose.

5. The patient has a COVID positive test.

HISTORY OF PRESENT ILLNESS: The patient is a *_________*-year-old woman with a history of multiple headaches, hypertension, depression, anxiety and arthritis. The patient presented today for treatment of COVID-19 as her COVID-19 test is positive.
PAST MEDICAL HISTORY: As above.
PAST SURGICAL HISTORY: No history of surgery.
MEDICATIONS: Tylenol only.
ALLERGIES: PENICILLIN.
IMMUNIZATIONS: Does not believe in immunizations.
SOCIAL HISTORY: No smoking. No drinking. No drugs. Last period 11/20/21.

FAMILY HISTORY: None reported.

PHYSICAL EXAMINATION:

VITAL SIGNS: Weight 129 pounds. O2 sat 100%. Temperature 98.3. Respirations 16. Pulse 94. Blood pressure 138/88.
HEENT: TMs are red. Posterior pharynx is red and inflamed.

NECK: Anterior chain lymphadenopathy noted.
LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

ASSESSMENT/PLAN:
1. COVID-19.

2. *_________*
3. Add Z-PAK, Bromfed DM and Naprosyn at home.
4. Drink lots of liquid.

5. If develops worsening symptoms, she will come back right away.
6. Dexamethasone 4 mg #10 given one b.i.d.
7. Findings were discussed with the patient at length before leaving the office.
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