HORNE, JEANETTE
DOB: 06/29/1952
DOV: 07/26/2023
HISTORY OF PRESENT ILLNESS: This is a 71-year-old female patient here today with cough. She had seen us for this upper respiratory condition approximately a week ago. At that time, we did not test her for COVID. We have subsequently tested her for COVID today. She did come up positive. The patient also tells us that she took a home based COVID test yesterday and it was positive. No worsening effect of her symptoms, just cough and congestion. She does not have any chest pain or shortness of breath.

No body aches or fevers. She just feels tired.
PAST MEDICAL HISTORY: Hypertension. She also has prediabetes, hyperlipidemia, GERD, depression, and anxiety.
PAST SURGICAL HISTORY: Hysterectomy and appendectomy.
CURRENT MEDICATIONS: Reviewed in the chart.
SOCIAL HISTORY: Negative for smoking. No drugs or alcohol.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. She is not in any distress.
VITAL SIGNS: Blood pressure 107/72. Pulse 92. Respirations 16. Temperature 98.4. Oxygenation 96% on room air. Current weight 215 pounds.

HEENT: Largely unremarkable.
NECK: Soft. No thyromegaly, masses, or lymphadenopathy.

LUNGS: Clear throughout. No adventitious sounds.
HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmur is detected.
ABDOMEN: Obese and nontender.

LABORATORY DATA: Labs today include a COVID test, it was positive.
ASSESSMENT/PLAN: Cough and COVID-19 infection. The patient will receive Z-PAK as directed and a Medrol Dosepak. The patient will also get for the cough Tessalon 200 mg three times a day p.r.n. and then of course for the COVID-19 the Paxlovid 300 mg convenience pack. The patient understands plan of care. She will return to clinic if needed.
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