CLINIC VISIT NOTE

FRANKLIN, JOAN

DOB: 10/22/1936

DOV: 06/03/2022

The patient is an elderly female presented to the clinic with cough, congestion, stuffiness, clear mucus, and chest discomfort for the past three days.

PRESENT ILLNESS: The patient presents with history of cough and congestion for the past three days.

PAST MEDICAL HISTORY: The patient has a history of hypertension, diabetes mellitus and hypothyroidism.
PAST SURGICAL HISTORY: History of hysterectomy, gallbladder, left ear x3 and left hand.
CURRENT MEDICATIONS: See chart.

ALLERGIES: No known allergies.

IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory. Past Medical History: See records. Has a history of diabetes and hypertension, followed by her primary care doctor who she sees regularly.
PHYSICAL EXAMINATION: General Appearance: The patient is in no acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Scattered rhonchi without respiratory distress or decreased breath sounds. Heart: Regular rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Skin: Within normal limits. Extremities: Without edema or discoloration. Neuropsychiatric: Within normal limits.

The patient had strep, flu and COVID test performed because of history of diabetes and because of age, all of which were normal.

FINAL DIAGNOSES: Flu-like symptoms with upper respiratory infection.

PLAN: The patient was given injections of Rocephin, dexamethasone and prescription for Medrol Dosepak and Z-PAK. Follow up p.r.n. and with PCP.
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