GINN, DAVID
DOB: 03/04/1966
DOV: 08/12/2022
CHIEF COMPLAINT:

1. Headache.

2. Nausea.

3. Leg pain.

4. Fever.

5. Cough.

6. “My congestion is worse.”
7. Dizziness.

8. Palpitations.

9. Tachycardia.

HISTORY OF PRESENT ILLNESS: The patient is a 56-year-old gentleman. He is a pipefitter. He has been working in the office. He has been trying to lose weight, so as to not use his sleep apnea machine and he has been successful in losing about 10-12 pounds.

Since yesterday, he has been developing above-mentioned symptoms and he is quite concerned about COVID-19.

PAST MEDICAL HISTORY: Hypertension, diabetes, gastroesophageal reflux, COPD, asthma, and history of insomnia.
PAST SURGICAL HISTORY: Tonsils. He has had the Nissen procedure for GERD.
MEDICATIONS: He takes metformin 1000 mg twice a day. He is not taking simvastatin. He is taking aspirin 81 mg a day. He is taking Trelegy one puff a day. He takes albuterol as needed. He also has a nebulizer. He takes testosterone shots every two weeks. He takes Coreg 25 mg twice a day, irbesartan 300/12.5 mg once a day, and Protonix 40 mg once a day.
ALLERGIES: None.
IMMUNIZATIONS: COVID immunization up-to-date x 3 jabs.
SOCIAL HISTORY: He does drink every day. He does not smoke. He is married. His wife is not sick.
FAMILY HISTORY: Coronary artery disease. Dementia in mother. Father has heart disease and just recently had a fall and since then has had issues with his mind. They found out that he had an intracranial bleed, required a shunt placement.
GINN, DAVID
Page 2

REVIEW OF SYSTEMS: As above.
PHYSICAL EXAMINATION:

VITAL SIGNS: Weight 224 pounds, down 12 pounds as I noted above. O2 sat 95%. Temperature 102.6. Respirations 16. Pulse 122. Blood pressure 132/96; blood pressure is slightly elevated.
HEENT: Oral mucosa without any lesion.

LUNGS: Clear lung fields.

HEART: Positive S1 and positive S2, tachycardic.

ABDOMEN: Soft, but tenderness noted over the epigastric area.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.
EXTREMITIES: Lower extremity shows no edema.
ASSESSMENT/PLAN:
1. COVID-19 is positive.

2. Treat with Paxlovid.

3. Medications reviewed. He is not on simvastatin, so we do not have to worry about stopping it.

4. Rocephin 1 g now.

5. Decadron 8 mg now.

6. Lofena 25 mg two tablets three times a day as needed for fever.

7. MAY MIX LOFENA WITH TYLENOL, BUT NOT WITH MOTRIN.

8. Sleep apnea, not using his CPAP because he is doing better as he has lost weight. He is not interested in restarting.

9. Blood sugar has been stable with metformin and with weight loss. His last hemoglobin A1c was 7.

10. Hypogonadism, under treatment.
11. Gastroesophageal reflux, stable.

12. Palpitation related to current infection.

13. Echocardiogram, no change from last year.

14. Because of severe dizziness and family history of stroke, we looked at his carotid. There was no change from last year.

15. Fatty liver remains the same.

16. Gallbladder looks the same, no change in face of nausea, vomiting and abdominal pain.

17. Leg pain and arm pain reveals no evidence of significant PVD. The pain most likely related to COVID-19. No sign of DVT noted in face of COVID-19.

18. Add vitamin D 1000 IU daily.
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19. Continue with aspirin especially during the COVID-19 infection.

20. Chest x-ray today is within normal limits except for atelectasis right side with no evidence of pneumonia.

21. Thyroid is within normal limits.

22. Copious lymphadenopathy noted in the neck as would be expected.

23. Findings discussed with the patient at length.

24. Come back in two days.

25. Call if any chest pain or shortness of breath noted right away.

ADDENDUM: His strep test was negative. His flu A and flu B negative. His COVID test was positive as I mentioned and he was given a prescription for Paxlovid as I mentioned and he has inhalers and the rescue inhalers as well as albuterol and nebulizer treatments at home. Instruction was given as how to use them.

Rafael De La Flor-Weiss, M.D.

