CLINIC VISIT NOTE

ANTHONY, BETTY
DOB: 02/14/1968
DOV: 05/09/2022

The patient presents with history of followup from last visit.

PRESENT ILLNESS: Followup for cough and congestion, states better for the past five days, complains of shortness of breath with some dyspnea on exertion with history of mild asthma, using inhalers.
PAST MEDICAL HISTORY: Hypertension, diabetes mellitus, *__________* hyperlipidemia, migraines, and asthma.
PAST SURGICAL HISTORY: Hysterectomy partial, appendectomy, cholecystectomy, tonsillectomy, broken knee with questionable back procedures.
CURRENT MEDICATIONS: See list.

ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: Negative.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion with few scattered rhonchi without definite wheezing or decreased breath sounds. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Bowel sounds normoactive. Skin: Without discoloration or rash. Extremities: Negative for tenderness or restricted range of motion. Neuropsychiatric: Evaluation within normal limits.

The patient was given inhaled nebulizer treatment with no improvement. Chest x-ray was obtained without positive findings. Breathing treatment was repeated again with minimal improvement.
IMPRESSION: Upper respiratory infection, mild bronchial asthma by history and history of asthma.
PLAN: The patient denies injection of dexamethasone. Prescription for Medrol. Continue Z-PAK given to her at last visit. Offered obtaining nebulizer device, but she refused. The patient is to follow up as needed.
John Halberdier, M.D.

