Clinic Visit Note
Patient’s Name: Jahan Khan
DOB: 11/20/1938
Date: 01/02/2024
CHIEF COMPLAINT: The patient came today as a followup after emergency room visit and she has significant cough without any sputum production and was wheezing. Also the patient was recently diagnosed with RSV infection and her blood pressure has been elevated for past few days.
SUBJECTIVE: The patient stated that she had severe congestion and cough associated with fever and she was then seen in emergency room. In ER, the patient’s vital signs were stable. Her O2 saturation was 94% and then she had extensive workup done including chest x-ray, which did not show any pneumonia and then the patient had respiratory panel and it was positive for RSV. The patient was given methylprednisolone 4 mg packet and she stated that she was feeling better for two days but day before yesterday the patient started having wheezing and today the wheezing was more. There was no shortness of breath or chest pain.
REVIEW OF SYSTEMS: The patient denied double vision, ear discharge or ear pain, swallowing difficulty, chest pain, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
PAST MEDICAL HISTORY: Significant for chronic bronchitis and she is on albuterol inhaler 108 mcg/ACT two puff three times a day as needed. The patient is currently on methylprednisolone Dosepak.
The patient has a history of vitamin D deficiency and she is on vitamin D3 supplement 3000 units once a week.

The patient has a history of gastritis and she is on famotidine 20 mg once a day along with bland diet.

The patient has a history of hypertension and she is on lisinopril 5 mg one tablet twice a day along with low-salt diet and the patient has a history of hypercholesterolemia and she is on simvastatin 5 mg once a day along with low-fat diet.

SOCIAL HISTORY: The patient lives with her sister and she never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient is fairly active.
OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement.

HEART: Normal first and second heart sounds without any murmur.
Lung examination reveals expiratory profound wheezing.

ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: Unremarkable.

The patient received nebulizer treatment and after the treatment her wheezing has reduced about 80% and the patient is able to ambulate without any difficulty.
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