ANDRADE, JUVENTINA
DOB: 02/03/1971
DOV: 01/23/2023
HISTORY: This is a 51-year-old female here with wheezing. The patient stated that she has been having this problem for about three or four days and came in because she states she uses her nebulizer at home with no improvement. The patient indicated that when she works she gets a little winded with exertion. She denies increased weight or peripheral swelling.

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 denies chest pain. She reports some occasions of shortness of breath with exertion and when she works climbing up and down stairs, she gets short of breath.
All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 123/66.

Pulse 75.

Respirations 18.

Temperature 98.3.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No adventitious sounds. No paradoxical motion.

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

ABDOMEN: Nondistended. No tenderness to palpation. No peritoneal signs. Normal bowel sounds.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Bronchitis.

2. Cardiomegaly, mild.

3. Cough.

4. Shortness of breath with exertion.

PLAN: A chest x-ray was done today. The x-ray revealed mildly enlarged cardiac silhouette. No effusion. No infiltrate. Bony structures are unremarkable except for some narrowing of the thoracic spine and some areas of lipping

The patient was given an injection of dexamethasone 10 mg. She was observed in the clinic for an additional 20 minutes or so, then reevaluated. She reports no signs or symptoms of adverse reaction to the medication. The patient and I had a lengthy discussion about her condition namely exertion producing shortness of breath. I am concerned about congestive heart failure and the patient was advised to seek additional help in the emergency room or with her specialist. She indicated that because of finances she cannot get these done. She was given a CT scan for chest without contrast; contrast will be more expensive; she states she can afford the one that was without contrast, so we can get a better evaluation of her chest. She states she understands and will take care of it as soon as she gets the money.

The patient was discharged with the following medications:

1. Zithromax 250 mg two p.o. now, then one p.o. daily until gone.

2. Prednisone 20 mg one p.o. daily for 10 days #10.

She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

