CLINIC VISIT NOTE

MEDINA, TAMMY
DOB: 12/18/1960
DOV: 06/06/2022

The patient presents with history of congestion, with history of COPD, with flare-up for the past two days.

PRESENT ILLNESS: History of COPD with mild cough for the past two days, 48 hours, with O2 saturation 92% in the clinic, history of moderate to severe COPD on O2 2 L per minute nasal cannula at home, also with home nebulizer with albuterol and also taking Trelegy and Advair. She states that she has had life support two times in the past *__________*
PAST MEDICAL HISTORY: Hypertension, congestive heart failure, COPD, asthma, and arthritis plus a history of pneumonia.
PAST SURGICAL HISTORY: Left shoulder and right hip.
CURRENT MEDICATIONS: See chart.

ALLERGIES: CODEINE.
IMMUNIZATIONS: Up-to-date.

REVIEW OF SYSTEMS: Noncontributory other than present illness. Past medical history as above.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: TMs are clear. Pupils are equal, round and reactive to light and accommodation. Extraocular muscles are intact. Funduscopic benign. Nasal and oral mucosa negative for inflammation or exudates. Neck: Supple without masses. Lungs: Decreased breath sounds with scattered rhonchi without wheezing. Heart: Regular rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Skin: Within normal limits. Extremities: Without cyanosis, edema or clubbing. Neuropsychiatric: Within normal limits.

IMPRESSION: Shortness of breath with COPD with upper respiratory infection.
PLAN: Because of history of COPD and respiratory distress, the patient was given prescription for Medrol and Levaquin as she has taken in the past with an injection of Rocephin and dexamethasone . Released with respiratory precautions, to follow up as needed, with PCP Dr. Goin for routine care.
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