RAIMONDI, DINO
DOB: 09/10/1967
DOV: 03/28/2022
HISTORY: This is a 54-year-old gentleman here with body aches.
The patient stated this has been going on for approximately 7 to 8 days and has gotten worse today. He states he came in because he has been using over-the-counter medication with no improvement. He indicated that he is a patient taking immunosuppressive medication. The patient described pain as aching. He states pain is located throughout his body not responding to over-the-counter medication.
PAST MEDICAL HISTORY: Severe arthritis, currently on immunosuppressive therapy.
PAST SURGICAL HISTORY: He stated he has knee repair.
MEDICATIONS: The patient states he takes immunosuppressive therapy (he is not sure of the name of it).
ALLERGIES: None.
SOCIAL HISTORY: He endorses tobacco use. Denies drug use. Denies alcohol use.
FAMILY HISTORY: None.
REVIEW OF SYSTEMS: The patient reports headache. He stated this feels like his normal sinus headache. It is not the worst of his life and was gradual onset and today it is about 5-6/10.
The patient reports cough and states cough is productive of green sputum.
The patient reports congestion. He states the discharge from his nose is green and states his nares are congested.
PHYSICAL EXAMINATION:
GENERAL: The patient is alert, oriented, in mild distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 139/93.
Pulse 90.

Respirations 18.

Temperature 98.8.

HEENT: Normal. Nose: Congested with green discharge, edematous and erythematous turbinates. Throat: No edema. No erythema. Nares are patent.
FACE: No edema. No erythema.
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RESPIRATORY: Poor inspiratory effort. The patient goes into a cough fit with deep inspiration. He has some mild inspiratory and expiratory wheezes heard diffusely on right lower and left lower segments of his lung.
ABDOMEN: Soft and nontender. No organomegaly. 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. He bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Acute bronchitis.
2. Acute cough.

3. Myalgia.

4. Acute rhinitis.

5. Sinus headache.

In this clinic today, the patient received the following: We did a strep test that was negative and did flu A and flu B test that was negative. He received albuterol and Atrovent combination as a nebulizer treatment after which he was observed in the clinic for approximately 25 minutes and then reports on reevaluation improvement.

The patient received dexamethasone 10 mg IM, Rocephin 1 g IM and was given a work excuse to return to work on March 31, 2022. He was given the opportunity to ask questions, he states he has none. We strongly encouraged to go to the emergency room if symptoms do not get better. He was sent home with the following medications:

1. Moxifloxacin 400 mg one p.o. daily for five days #5.

2. Tessalon 200 mg one p.o. t.i.d. for seven days #21.

3. Tylenol Extra Strength, he will take one p.o. q.6h. p.r.n. for pain and fever.
He states he has no questions.
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