WARNER, KIMBERLEY

DOB: 09/10/1968

DOV: 11/30/2023
HISTORY: This is a 55-year-old female here with cough and runny nose.

The patient states that she was exposed to her husband who tested positive for strep and other family members who have similar symptoms.
MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: 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 reports nasal discharge, she described as green/yellow.

She reports cough, she states that cough is wet. She states that cough has been affecting her sleep, ability to sleep.

The patient reports throat pain. She reports painful swallowing.

All systems were reviewed and were normal except for those mentioned above.

REVIEW OF SYSTEMS: The patient endorses painful swallowing. She denies stiffneck and denies neck pain. She endorses cough and states cough is dry and nonproductive. Denies travel history. Denies bloody sputum with cough. Denies weight loss or night sweats. Endorses runny nose. Denies abdominal pain, nausea, vomiting, or diarrhea.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% on room air.

Blood pressure is 148/81.
Pulse is 98.
Respirations 18.
Temperature 97.3.
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HEENT: Nose, congested with green discharge. Erythematous and edematous turbinates. Nares are congested. Throat, erythematous and edematous tonsils, uvula and pharynx. Uvula is midline and mobile. No exudate present.

NECK: Full range of motion. No rigidity. No meningeal signs. No palpable or tender nodes.

RESPIRATORY: Good inspiratory and expiratory effort with no adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No rebound. No guarding. She has normal bowel sounds.

NEUROLOGIC: She is alert and oriented x3. Cranial nerves II through X grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Morbid obesity.
2. Osteoarthritis.
3. Asthma/bronchitis.
4. Depression.
5. Neuropathy.

6. Migraines.

PLAN: The patient’s medications were refilled as follows.

1. Tramadol 50 mg one p.o. b.i.d. for 30 days #60.

2. Spironolactone 20 mg one p.o. t.i.d. for 90 days.

3. Gabapentin 100 mg one p.o. t.i.d. for 90 days #270.

4. Omeprazole 40 mg one p.o. daily for 90 days #90.

5. Levothyroxine 75 mcg one p.o. daily for 90 days #90.

6. Venlafaxine 75 mg one p.o. daily for 90 days #90. She was given the opportunity to ask questions she states she has none.
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