MARY, RICHARDSON

DOB: 12/30/1949
DOV: 10/27/2022
HISTORY: This is a 72-year-old female here with runny nose. The patient stated this has been going on for about three or four days and has progressively gotten worse since she came in because as of two days ago whenever she lays flat she feels like she is suffocating and has to sleep upright. She also reports some discomfort in her chest. She described it as pressure like. The patient has a history of CHF and currently she is being followed by a cardiologist and she has an implanted pacemaker. She states that she called her cardiologist and they advised her they will see her tomorrow because she already had an appointment to have her pacemaker interrogated for tomorrow. The patient also reports some swelling in her lower extremities, she states whenever that happens she will take her Lasix.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient reports fatigue. She states discharge from the nose is clear, since the nose is congested. She reports fatigue and body aches. Denies increased temperature. Denies abdominal pain or neck pain. States she is tolerating foods, liquids, and solids well.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented in mild distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 117/75.
Pulse 160.

Respirations 18.

Temperature 97.6.

HEENT: Nose: Congested with clear discharge. Erythematous and edematous turbinates. Throat: No erythema. No edema. No exudates. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity. No meningeal signs. No tender to palpation. No step off. No tenderness to the bony structures.
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RESPIRATORY: Poor inspiratory and expiratory effort could not appreciate any significant adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. The patient is tachycardic at 116. She has 2+ pitting edema in the lower extremities.
ABDOMEN: Nondistended. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait. She has 2+ pitting edema bilaterally. No calf pain. Negative Homan signs.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Short of breath. The patient and I had a lengthy discussion the need for her to go to the emergency room considering her history. CHF she is status post implanted pacer. We talked about benefits from getting evaluated in the ER versus home treatment, she states she does not want to go to emergency room. She informed me that her doctors told her if she has chest pain, she should not come to the emergency room, but call him or her and they will come and evaluate her at home. She states when she gets home, she would do that call them so that they can come and evaluate there at home. Flu test was done, flu is positive for influenza B. The patient will be prescribed Tamiflu for this condition.
2. Acute rhinitis. The patient was given Singulair, she will take one p.o. q. a.m. for 30 days, #30.
3. Chest discomfort. Again, the patient and I had discussion about going to emergency room to have her chest evaluated particularly she is  reporting that she has to sleep upright to be comfortable considering that prior to Monday or Tuesday she has been sleeping flat with no problems. The patient declined she states she does not want to go. Her doctor told her if she has heart complaints she must call them and they will come and evaluate her at home.

4. Proximal nocturnal dyspnea. The patient was educated on positions of comfort sleeping.
MARY, RICHARDSON

Page 3

She was discharged with.

1. Singular 10 mg one p.o. daily for 30 days, #90.

2. Tamiflu 75 mg one p.o. b.i.d. for five days, #10.

Again, the patient and I had a discussion about going to emergency room for further evaluation, particularly to evaluate her heart to have her EKG done to have BNP checked, to have an x-ray, and to have intervention needed to stabilize her. She states she understands, but does not want to go to emergency room she states she will call her doctor and let him know what is going on and they will advised her what to do for.

A flu test was done in the clinic, flu test was negative. The patient was offered chest x-ray she declined. She was given the opportunity to ask questions, she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

