TUMAN, FLOYD

DOB: 08/27/1947
DOV: 01/03/2022
HISTORY OF PRESENTING ILLNESS: The patient is a 74-year-old male who presents to the clinic today with acute complaints of productive cough going on for three days, acute sore throat, sinus congestion, and frontal headache. The patient reports he has been taking over-the- counter medications with no relief and states symptoms seem to be getting worse than better. The patient further informs me that he is fully COVID-19 vaccinated and has been boosted up and more than likely he has not been exposed to any COVID infection. The patient reports associated decreased oral intake of food due to the sore throat and persistent cough that seems to be getting worse at night. The patient denies any bloody sputum. Denies any weight loss. Denies any night sweats. He states he is not coughing up any blood.

PAST MEDICAL HISTORY: Hypertension, hyperlipidemia, acid reflux, and heart disease.

PAST SURGICAL HISTORY: Cardiac bypass surgery.

ALLERGIES: NKDA.

SOCIAL HISTORY: The patient is a former smoker, but denies any current use of alcohol and smoking.

REVIEW OF SYSTEMS: Otherwise negative except for the presenting symptoms above.

PHYSICAL EXAMINATION:

GENERAL: The patient is a pleasant elderly male who is alert and oriented and seen in no acute distress, but visibly exhibiting allergy symptoms.

VITAL SIGNS: Blood pressure 139/80. Heart rate 54. Respirations 16. Temperature 98. Oxygen saturation 97% at room air.

HEENT: Nasal mucosa is boggy with greenish rhinorrhea, erythematous with moderate obstruction. Pharynx is positive for erythema. Tonsillar pillars are mildly enlarged too. Face with tender maxillary and frontal sinuses. Throat positive for mild tonsillar enlargement.

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

RESPIRATORY: Good inspiratory and expiratory effort with no adventitious sounds. Bases remain mildly diminished bilaterally.

CARDIAC: Regular rate and rhythm with no murmurs. 
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ABDOMEN: Soft and nontender. Bowel sounds positive in all four quadrants.

EXTREMITIES: Full range of motion with no discomfort.

NEUROLOGIC: Alert and oriented. Cranial nerves are grossly normal.

Rest of the exam is unremarkable.

ASSESSMENT: Acute upper respiratory infection, acute cough and acute sinusitis.

PLAN: We will give the patient intramuscular injection of Rocephin 1 g and dexamethasone. Right now the patient declined the COVID test today. The patient is also given a prescription for Medrol Dosepak, azithromycin and Bromfed DM for symptomatic management of cough and treatment of acute upper respiratory infection. The patient is given medications. Plan of care was discussed with the patient. The patient was advised to come back should the symptoms not improve and to ensure to follow CBC guidelines for any possible COVID-19 exposure. The patient verbalized understanding and agreed to the plan of care. We will continue to monitor.
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