TARAS, JANNIE
DOB: 09/26/1966
DOV: 04/09/2022
HISTORY: This is a 55-year-old lady here with cough and runny nose. The patient stated that this has been going on for a while, but has gotten worse in the last three or four days. She states she is coming in because she is experiencing some tightness diffusely in her chest and feels like something is there and she just cannot cough it up.
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.

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

REVIEW OF SYSTEMS: The patient denies chills, myalgia, increased temperature, nausea, vomiting or diarrhea.
The patient denies recent travel history. Denies hormone replacement. Denies recent surgery. Using Wells criteria, the patient’s risk for DVT/PE is low.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 150/73.
Pulse is 76.
Respirations are 18.

Temperature is 98.1.

HEENT: Normal. Nose: Congested with green discharge. Erythematous and edematous turbinates.
NECK: Full range of motion. No rigidity and no meningeal signs. No palpable or tender nodes.
RESPIRATORY: Poor inspiratory effort. There are diffuse, but mild expiratory wheezes.

CARDIAC: Regular rate and rhythm with no murmurs. The patient is not tachycardic. No peripheral edema or cyanosis.
ABDOMEN: Nondistended. No guarding.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

Calves: No tenderness to palpation. No edema. Calve on the left and right are symmetrical. Negative Homans’ sign.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute sinusitis.
2. Acute bronchitis.
3. Cough.
4. Rhinitis.
5. Tobacco use disorder.
PLAN: A chest x-ray was offered to the patient and she declined. The patient states she does not want to have a chest x-ray, she does not think she has anything more serious then common cough. We had a lengthy discussion on the need for a chest x-ray which could delineate serious pathology such as pneumonia, she states she understands, but insists on not having the study done.

The patient received an injection of dexamethasone 10 mg IM. She was observed in the clinic for an additional minute or two and was discharged. She states she is comfortable with my discharge plan. She was advised to come back to the clinic if worse or go to the nearest emergency room. She was also educated on the importance of taking medication exactly as prescribed and to increase fluids.

The patient was reevaluated, her wheezing is improved after nebulizer treatment and injection of dexamethasone. She was sent home with the following medications:
1. Doxycycline 100 mg one p.o. b.i.d. for 10 days, #20.

2. Zithromax 250 mg two p.o. now, then one p.o. daily until gone, #6.

3. Prednisone 20 mg one p.o. daily for 10 days, #10.

4. Albuterol MDI two puffs t.i.d. p.r.n. for cough/wheezing.
The patient was given the opportunities to ask questions, she states she has none.
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