BURNS, BRENDA
DOB: 02/13/1972
DOV: 02/07/2022
HISTORY OF PRESENT ILLNESS: This 49-year-old female presents to the clinic accompanied by her daughter. The patient states that she has been having congestion and runny nose for the past three days, possible flu and COVID exposure and they did want to be evaluated.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: Amlodipine.
PAST MEDICAL HISTORY: Hypertension.
PAST SURGICAL HISTORY: Denies.
SOCIAL HISTORY: Denies drugs or ETOH. Admits to smoking one pack per day.

REVIEW OF SYSTEMS: See HPI.

PHYSICAL EXAMINATION:

GENERAL: She is alert, pleasant, cooperative, well nourished, and well groomed.

VITAL SIGNS: Blood pressure 132/75. Heart rate 97. Respiratory rate 16. Temperature 98. O2 saturation 99%. She weighs 204 pounds.

HEENT: Bilateral tympanic membranes intact. No erythema to the posterior pharynx. Mucous membranes moist. Pupils are PERL.
NECK: Negative JVD. Normal range of motion. No lymphadenopathy.
LUNGS: Respirations are even, unlabored. Clear to auscultation bilaterally.

HEART: S1 and S2.

ABDOMEN: Soft and nontender. Bowel sounds x 4.

EXTREMITIES: Normal range of motion. No edema.
NEUROLOGIC: A&O x 4. Gait is steady.

SKIN: Warm and dry. No rash. No lesions.

ASSESSMENT:
1. Flu exposure.
2. COVID *_________*.
DICTATION ENDS ABRUPTLY
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