WHEAT, CYNTHIA
DOB: 10/21/1960
DOV: 02/05/2022
HISTORY: This is a 61-year-old lady here for a routine followup.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient reports cough. She states cough is productive of green sputum. She indicated that approximately a month or so ago she was diagnosed with COVID, but was not seen. She states she diagnosed herself with a home test and remained isolated for a while and she has been better, but she has cough that she cannot get rid of. She denies chills or myalgia. Denies increased temperature. Denies nausea, vomiting, or diarrhea. She states she is eating and drinking well.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 95% at room air.

Blood pressure 112/79.

Pulse 73.

Respirations 18.

Temperature 97.4.
HEENT: Nose: Clear discharge, congested. Edematous and erythematous turbinates.

RESPIRATORY: Poor inspiratory effort. She goes into a cough fit with deep inspiration.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft and nontender. No organomegaly. Normal bowel sounds. No rebound. No guarding.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEUROLOGIC: She is alert and oriented x3. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

WHEAT, CYNTHIA

Page 2

ASSESSMENT:
1. Acute bronchitis.

2. Cough.

3. Depression.

4. Insomnia.

5. Hypertension.

6. Hypothyroidism.

7. Vitamin D deficiency.

8. Non-insulin-dependent diabetes.

9. COPD.

10. Osteoarthritis.

PLAN: The patient’s medications were refilled as follows:
1. Aspirin 81 mg one p.o. daily for 90 days #90.

2. Synthroid 25 mcg one p.o. daily for 90 days #90.

3. Vitamin D 50,000 units one p.o. weekly for 90 days #13.

4. Celexa 40 mg one p.o. daily for 90 days #90.

5. Clonazepam 1 mg one p.o. q.h.s. for 30 days #30.

6. Albuterol 90 mcg MDI, she will take one puff t.i.d. p.r.n. for cough or wheezing.

7. Metformin 1000 mg one p.o. b.i.d. for 90 days #180.

8. Atorvastatin 40 mg one p.o. daily for 90 days #90.

9. Symbicort 160/4.5 mcg one to two puffs b.i.d. for 90 days.

The patient was educated on her condition. She was advised to increase fluids, to avoid cigarette smoke, and to come back to the clinic if she is worse or go to the nearest emergency room if we are closed.
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