SAMS, ERICA
DOB: 04/26/1984
DOV: 12/22/2022
HISTORY: This is a 38-year-old female here with cough. The patient states she has history of asthma and has been out of her medication. She states she was exposed to her kids with similar symptoms. She denies nausea, vomiting, or diarrhea. She denies increased temperature. Denies chills and myalgia.
PAST MEDICAL HISTORY:
1. Hypertension (the patient stated that she has taken multiple regimen for hypertension in the past and none of them were effective. She had to stop them because of unwanted side effects).
2. Asthma.
3. Obesity.

PAST SURGICAL HISTORY: None.

MEDICATIONS: Clonidine and Vyvanse.

SOCIAL HISTORY: She reports occasional use of alcohol. Denies tobacco or drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except as was mentioned above.

PHYSICAL EXAMINATION:
GENERAL: She is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure 153/102.

Pulse 83.

Respirations 18.

Temperature 98.6.
HEENT: Normal. Nose congested. Erythematous and edematous turbinates. Clear discharge.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes into a cough with deep inspiration.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. She bears weight well with no antalgic gait. No calf edema. No calf discomfort.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Viral illness.

2. History of asthma.

3. Reactive airway.

4. Cough.

5. Hypertension.

6. Medication refill.

PLAN: In the clinic today, the patient was given breathing treatment consistent of albuterol and Atrovent x1. She was monitored in the clinic for approximately 10-15 minutes after the treatment then reevaluate. She states she is doing better after breathing treatment. She stated that she is comfortable with my discharge plan. She was given withdrawn precautions. She was sent home with the following medications:

1. Tessalon 200 mg one p.o. t.i.d. 10 days #30.

2. Clonidine 0.1 mg one p.o. q.h.s. for 30 days #30.

3. Motrin one p.o. t.i.d. p.r.n. for pain #30.

She was given the opportunity to ask question and she states she has none. She was strongly encouraged to follow up with her primary care provider to monitor her blood pressure which is not well controlled. She states she understands and will comply. She was also advised that she needs to come back to have labs drawn CBC, CMP, lipid, TSH, T3, and T4 so we can manage her blood pressure and other abnormal findings which may be discovered in her lab test. The patient states she understands and will comply.
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