MORRIS, RICHARD
DOB: 12/05/1962
DOV: 03/08/2022
HISTORY: This is a 59-year-old gentleman here with cough. The patient states this cough has been going on for about a month now. He stated approximately six or eight weeks ago he was diagnosed with COVID, he was treated with antibiotics, cough medication and, since the diagnosis, he states he has his cough, which has progressively gotten worse. He described cough as dry and stated occasionally he has some green sputum.

PAST MEDICAL HISTORY:
1. Hypertension.
2. Hypothyroidism.
3. Obesity.
PAST SURGICAL HISTORY: Thyroidectomy.
MEDICATIONS:
1. Levothyroxine.
2. Lisinopril.
ALLERGIES: None.
SOCIAL HISTORY: Denies tobacco, alcohol or drug use.
REVIEW OF SYSTEMS: The patient report production in his cough, he states sometimes it is green and sometimes it is clear. The patient reports myalgia. Denies throat pain. Denies headache. Denies double vision or blurred vision. Denies neck pain or stiff neck. The patient reports nasal congestion, described as clear. The patient reports sinus congestion, pain and pressure in his face. Denies nausea, vomiting or diarrhea.

PHYSICAL EXAMINATION:

GENERAL: He is an alert, oriented, obese gentleman in mild distress. The patient is frequently coughing and cough sounds dry.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 146/88.
Pulse 84.

Respirations 16.

Temperature 97.8.

HEENT: Normal. Nose: Congested.
RESPIRATORY: Poor inspiratory effort. The patient goes into a cough fit with deep inspiration. Mild inspiratory and expiratory wheezes.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Distended secondary to obesity. No rebound. No guarding. Normal bowel sounds. No organomegaly.
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. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Acute bronchitis.

2. Cough.

3. Status post COVID illness.

4. Sinusitis.

5. Rhinitis.

In the clinic today, the patient was given a breathing treatment and the breathing treatment consisted of Ativan and albuterol x1.

He was given dexamethasone 10 mg IM.

He was observed in the clinic for approximately 15 to 20 minutes. On revaluation after completing breathing treatment and injection, he reports no side effects from the medication, he stated he was comfortable with my discharge plans.

He will be discharged with:
1. Moxifloxacin 400 mg one p.o. daily for five days, #5.

2. Prednisone day #1, 5 p.o., day #2, 4 p.o., day #3, 3 p.o., day #4, 2 p.o., and day #5, 1 p.o., total of 15. He used to take this medication in the morning.

3. Ryclora 2 mg/5 mL, he will take 10 mL b.i.d. for 10 days, 200 mL (the patient indicated that Tessalon Perles, which he received from another provider when he was diagnosed with COVID is not working).
The patient’s vital signs, more particularly, his pulse oximetry is 98% with COVID; this is a concern when pulse ox is below 95 or below 96. Studies have shown that x-rays recommended when the pulse ox is below 95% or 96% especially if the patient has COPD or CHF (this patient has neither COPD nor CHF). His pulse ox here is 98% and chest x-rays will not add any benefit to his clinical course. He is however encouraged to come back to the clinic if he is worse or go to the nearest emergency room if we are closed. He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.
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