CLINIC VISIT NOTE

________, MARY
DOB: 

DOV: 09/14/2022

The patient presents with history of coughing, fatigue, mild chest congestion for the past week, cough is productive of phlegm and flu-like symptoms for three days per my patient’s intake.

PAST MEDICAL HISTORY: Hypertension, GERD, and COPD.
PAST SURGICAL HISTORY: Right knee, hysterectomy, and cholecystectomy.
CURRENT MEDICATIONS: See chart.

SOCIAL HISTORY: Smokes one pack per day, still smoking.
REVIEW OF SYSTEMS: Dyspnea on exertion with history of COPD. She states she had COVID test done without COVID in the past.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: O2 saturation of 90% recorded. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Decreased breath sounds and scattered rhonchi without wheezing or rales. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.

The patient had COVID test performed which was negative.

FINAL DIAGNOSES: Upper respiratory infection with COPD, hypertension, and cardiovascular disease.

PLAN: The patient was given injections of Rocephin and dexamethasone with prescription for Medrol, Z-PAK, and albuterol inhaler. She is to use nebulizer at home as needed. Follow up as needed with PCP and pulmonologist with respiratory precautions.
John Halberdier, M.D.

