RINGER, FREDRICK

DOB: 03/24/1978

DOV: 01/02/203

HISTORY: This is a 44-year-old gentleman here with cough and congestion for about a week. The patient stated that he has been using over-the-counter medications with no improvement. He states he has decided to come in because he has some pain on the right side of the chest only whenever he coughs. He states the pain is in the middle section and lateral surface of his chest. He indicated that cough is productive of green sputum. He denies travel history. He denies loss of taste and loss of smell.

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 body aches and fatigue. He denies contact with others with similar symptoms. He indicated cough is worse after he smokes.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS: 

O2 saturation 98%at room air

Blood pressure 114/87

Pulse 96

Respirations 18

Temperature 98.5.

NOSE: Congested with green discharge. Erythematous and edematous turbinates.

FACE: No edema. No erythema. 

CHEST/LUNGS: Poor inspiratory effort. He has crackles in his right lung field. 

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

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. No antalgic gait.

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

2. Acute rhinitis.

3. Fatigue.

4. Tobacco use disorder.

PLAN: Chest x-ray was ordered. Chest x-ray was interpreted by me. In the right middle lobe there is faint opacity, which may represent infiltrate consistent with pneumonia. 

The patient was offered a COVID test. He declined.

In the clinic today he received the following: Rocephin 1 g IM, dexamethasone 10 mg IM, Atrovent and albuterol nebulizer x 1. He was observed in the clinic for approximately 15-20 minutes after this medication and then reevaluated. He reports improvement in his symptoms. The patient requested to be off until next Monday. He states he does not think he can perform feeling the way he feels, that request was given. He also request to have Robitussin AC. We had a lengthy discussion and he was educated about the use of Codeine with cough and I advised him that I do not routinely prescribe Robaxin with Codeine for cough. He was advised that I do not routinely prescribe Robitussin with Codeine for cough. He was given a prescription for plain Robitussin and when he left he called back to the office and stated that the plain Robitussin is over-the-counter and he wants something that is not over-the-counter. Prescription was then changed to Bromfed 2/10/30/5 mL. He was advised to take two teaspoons t.i.d p.r.n for cough, #200 mL.

He was sent home with moxifloxacin400 mg one p.o daily for five days, #5, albuterol 2.5/5 mL he will take 3 mL with home nebulizer t.i.d p.r.n for cough/wheezing. He was prescribed a nebulizer machine with mask and tube and advised to use with albuterol as indicated above. He is comfortable with my discharge plans.

The patient was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

