Patient Name: Maya Brenner
DOS: 02/16/2022
VITAL SIGNS: Temperature 98.1, blood pressure 110/70, pulse 76, respiratory rate 14, and weight 148 pounds.

HISTORY OF PRESENT ILLNESS: The patient presents today for annual physical exam. The patient denies nausea or vomiting. Denies any lymphadenopathy. Denies any red or black stools. The patient reports she has been trouble maintaining sleep. She wants a refill on Ambien. She wants also referral on her albuterol inhaler and a Singulair.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert. 
HEENT: There is no jaundice. Pharynx is clear.

NECK: No lymphadenopathy, thyromegaly, or JVD.
LUNGS: Clear to auscultation bilaterally.
HEART: Rate and rhythm regular.

ABDOMEN: Soft and nontender. Bowel sounds are positive.

EXTREMITIES: There is no edema.
BACK: There is no CVA tenderness.

NEUROLOGICAL: Cranial nerves II through XII are grossly intact. Motor exam is unremarkable.
ASSESSMENT: Annual physical exam.
PLAN: A full blood work. Daily exercise, low-cholesterol, and low-fat diet. We will refill Ambien 10 mg p.o. q.h.s. p.r.n. We will refill Singulair 10 mg per inhaler two puffs q.4h. p.r.n. We will follow the patient closely. 
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