CLINIC VISIT NOTE

CAPP, RACHEL
DOB: 06/13/1983
DOV: 01/03/2023
The patient returned today again with complaints of congestion and slight cough increased at night for the past several days without sore throat, myalgia, fever, or lethargy, requesting antibiotic shots and medications. The patient was still grieving recent death of son, chose not to take Zoloft as suggested to her. History of diabetes, hyperlipidemia, insomnia, psoriatic arthritis, and low vitamin D as well.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Rhinorrhea. TMs clear. Pharynx clear. Neck: Supple without masses. Lungs: Few scattered rhonchi. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: No CVA tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.
IMPRESSION: Followup viral upper respiratory infection with early secondary sinusitis and bronchitis, involving grief reaction secondary to death of son.
PLAN: We will again give injections of Rocephin and dexamethasone with prescription for Z-PAK and Medrol Dosepak with followup as before and as needed.
John Halberdier, M.D.

