CLINIC VISIT NOTE

BROWN, NATALIE
DOB: 12/15/1982
DOV: 02/02/2022

The patient seen with complaints of runny nose and not feeling well for the past few days with a slightly elevated pulse to 107 and vital signs otherwise within normal limits.
PRESENT ILLNESS: Per my evaluation, history of cough and congestion for the past two days, with chest pain with coughing reported, with past history of bronchitis, smoking one-half pack per day till quit few months ago.

PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: Had tubal in 2006.

CURRENT MEDICATIONS: No other current medications.

IMMUNIZATIONS: Up-to-date.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.

PHYSICAL EXAMINATION: Head, eyes, ears, nose and throat: Slight inflammation of pharynx, otherwise normal. Neck: Supple without masses. Thyroid not enlarged. Lungs: Clear to auscultation with scattered rhonchi. Abdomen: Soft without organomegaly or tenderness. Skin: Negative for cyanosis or rash. Extremities: Negative for cyanosis, edema or clubbing. Neuropsychiatric: To me, oriented x 4. Cranial nerves II through XII intact. No motor or sensory deficits noted. Essentially no psych abnormalities.
The patient had testing in the clinic for flu and COVID with positive COVID test.

FINAL DIAGNOSIS: COVID.

PLAN: The patient given Rocephin 500 mg IM and dexamethasone 4 mg IM and a prescription for Z-PAK and Medrol Dosepak with COVID precautions, to follow up as needed.

John Halberdier, M.D.

