JACKSON, WALTER
DOB: 10/15/1985
DOV: 11/30/2022
CHIEF COMPLAINT:

1. Cough.

2. Congestion.

3. Severe leg pain.

4. Arm pain.

5. Abdominal pain.

6. Nausea.

7. Vomiting.

8. Diarrhea.

9. Not feeling well.

10. Tiredness.

11. Some shortness of breath.

12. Severe weakness.

13. History of fatty liver.

14. History of PVD on the lower extremities.

15. History of high cholesterol with hemoglobin A1c of 5.9.

HISTORY OF PRESENT ILLNESS: Mr. Jackson is a 37-year-old gentleman who comes in today with the above-mentioned symptoms for the past three days; sometimes, it will go back to about four to five days. He was diagnosed with flu A beginning of November and was treated with Tamiflu. He did well. He did not develop any sequelae of the flu till about three weeks ago till he started having problems again as I mentioned.
PAST MEDICAL HISTORY: Hypertension and anxiety.
PAST SURGICAL HISTORY: Appendectomy.
MEDICATIONS: Clonazepam and Tenoretic. He is not taking the clonazepam. He wanted a prescription for it today. I told him with his condition, both positive COVID and positive flu, it is better not to start that and we will hold off on it.
ALLERGIES: None.
COVID IMMUNIZATIONS: None, but has had COVID last year.
FAMILY HISTORY: Diabetes, high blood pressure, coronary artery disease. No cancer.
REVIEW OF SYSTEMS: He has had nausea. He has had diarrhea. He has had abdominal pain. He has had severe leg pain, cough, and congestion. He has had a history of fatty liver, obesity, possible sleep apnea, but he has never been diagnosed and tiredness with history of hypertension.
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PHYSICAL EXAMINATION:

VITAL SIGNS: Weight 269 pounds. O2 sat 99%. Temperature 98.4. Respirations 16. Pulse 105. Blood pressure 138/75.

HEENT: TMs are red. Posterior pharynx is red and inflamed.

LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.
ASSESSMENT/PLAN:
1. Positive for flu B.

2. Positive for COVID-19.

3. Negative for strep.

4. Rocephin 1 g now.

5. Decadron 8 mg now.

6. Paxlovid non-renal for the next five days.

7. Tamiflu 75 mg twice a day for the next five days.

8. No steroids for now.

9. Lots of rest.

10. Lots of liquid.

11. Take Motrin and Tylenol alternating between the two.

12. History of fatty liver, slightly worsened.

13. Tachycardic.

14. Palpitation, caused us to do an echocardiogram which showed no evidence of valvular disturbance.

15. Because of the dizziness, which is multifactorial, we looked at his carotid artery especially with family history of stroke. No evidence of significant stenosis noted. Cholesterol of 230 was beginning of this year, I am sure it is worse now.
16. He needs to lose weight.

17. Again, he did not refill his Klonopin/clonazepam today.

18. He will see me in three days.
19. I begged him to have a chest x-ray done, but he does not want to at this time. He states “I am breathing fine,” his O2 sat is stable and, especially in the face of COVID-19, I would like to do a chest x-ray, but hold off at this time and will recheck that again when I see him in two days.

20. He knows to go to the emergency room if his condition worsens.

Rafael De La Flor-Weiss, M.D.

