CLINIC VISIT NOTE

GARCIA, ANITA
DOB: 08/22/1966
DOV: 07/13/2023
The patient presents with complaints of a lot of cough especially in the morning for the past week.

PRESENT ILLNESS: As above. Denies respiratory distress. She has home O2 on 2 L nasal cannula that she takes at bedtime and as needed. She has not noted increased use.
She has been followed by PCP, pulmonologist and rheumatologist for routine care. The patient was seen here last month with ultrasound and additional evaluations.
PAST MEDICAL HISTORY: She has history of hypertension, GERD, arthritis, rheumatoid arthritis, and lung damage from prior medications including arthritic medications methotrexate per history.
MEDICATIONS: The patient is on multiple medications, see chart.

REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Scattered rhonchi without rales or wheezing. Breath sounds otherwise within normal limits. 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. Neuropsychiatric: Within normal limits.
IMPRESSION: Upper respiratory infection and bronchitis with history of lung damage and also history of hypertension and rheumatoid arthritis.
PLAN: The patient is treated with Rocephin and DEXA injections with prescription for Z-PAK and Medrol Dosepak. Continue present medications. Follow up with PCP and specialists as needed and here if necessary.
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