PENA, JOSE

DOB: 08/02/1965

DOV: 10/09/2023

HISTORY: This is a 58-year-old gentleman here with cough. The patient states this has been going on for approximately two weeks or so, but has gotten worse yesterday. Since cough is productive of brown sputum and accompanied by some wheezing.

PAST MEDICAL HISTORY: Asthma.

PAST SURGICAL HISTORY: None.

MEDICATIONS: Albuterol and Symbicort.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient denies travel history. Denies night sweats. Denies weight loss. Deneis bloody sputum with cough.

The patient reports tremors. Reports myalgia. Denies increase temperature. Reports chills.

The patient reports throat pain. Described pain as sharp and rated pain 7/10 worse with swallowing.

PHYSICAL EXAMINATION:

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

VITAL SIGNS: 

O2 saturation 97%at room air

Blood pressure 141/76.

Pulse 79.

Respirations 18.

Temperature 98.2.

THROAT: Erythematous and edematous tonsils pharynx and uvula. There is no exudate. Uvula is midline and mobile.

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

RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes in cough with deep inspiration. Mild expiratory wheezes heard diffusely. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmur. No peripheral edema or cyanosis.
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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. She bears weight well with no antalgic gait.

Wells’criteria was used in evaluating this patient. The patient’s criteria score is low. The risk for PE is low.

ASSESSMENT:
1. Acute bronchitis.

2. Acute pharyngitis.

3. Acute cough.

4. Asthma exacerbation.

In the clinic today we did the following: A chest x-ray. Chest x-ray was read by the radiologist as follows: “Size is normal. Lungs fields are clear. Osseus structures are intact. Normal chest x-ray.”

The patient was given the following nebulizer consistent with albuterol and Atrovent x 1. Dexamethasone 10 mg IM, and lincomycin 300 mg IM. He was observed in the clinic for additional 15/20 minutes and then reevaluated. He reports improvement. He states he does not have that feeling as if he has to cough anymore. He states his chest is feeling better.

Following tests were done in the clinic today Strep negative. COVID test negative.

The patient was send home with the following prescription. Albuterol MDI 90 mcg he takes two puffs t.i.d p.r.n for cough/wheezing for 90 days, Symbicort 160/4.5 mcg he will take two puffs b.i.d for 90 days, #one inhaler, moxifloxacin 400 mg one p.o daily for five days, #5 and Tessalon 100 mg one p.o t.i.d for seven days, #21. 

The patient was given the opportunity to ask questions, he states he has none. He is comfortable with my discharge plans.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

