THIBODEAUX, BURTON

DOB: 05/04/1966

DOV: 01/06/2024
HISTORY: This is a 57-year-old gentleman here with cough and runny nose for two months. The patient stated that he was using over-the-counter medications with no improvement, came in today because he states cough is now worse, productive of green sputum, and states sometimes he can hear wheezes.

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

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

ALLERGIES: 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 green discharge from his nose, states that his nares are congested.

The patient reports pressure-like pain in his ethmoid and frontal sinus regions.

The patient reports myalgia, chills.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% on presentation. His O2 sat is recorded 85%, but he does not appear toxic or hypoxic.
Blood pressure is 125/88.
Pulse is 97.
Respirations 18.

Temperature is 98.3.
HEENT: Throat: Mildly injected tonsils, pharynx and uvula. Nose: Congested. Green discharge. Erythematous and edematous turbinates.
NECK: Full range of motion. No rigidity and no meningeal signs.
RESPIRATORY: Poor inspiratory and expiratory effort. He has mild inspiratory and expiratory wheezes worse on the right lower lobe.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis. Normal bowel sounds.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute bronchitis.

2. Acute cough.

3. Acute rhinitis.
4. Acute sinusitis.

5. Acute pharyngitis.
PLAN: The patient declined testing namely for strep, flu and COVID. The patient refused these tests. He was given the following in the clinic today. Rocephin 1 g IM, dexamethasone 10 mg IM, DuoNeb, Atrovent and albuterol x1.

A chest x-ray was done. Chest x-ray shows increased vascular markings, but no significant infiltrate or effusion. Cardiac silhouette is normal. Bony structures are normal. He was observed in the clinic for approximately 15 to 20 minutes, then reevaluated, he reports improvement after nebulizer treatment and injections. He was sent home with the following medications:

1. Zithromax 250 mg two p.o. now, one p.o. daily until gone.
2. Prednisone 20 mg one p.o. q.a.m. for 10 days #10.

3. Albuterol 2.5 mg/3 mL, 3 mL with home nebulizer t.i.d. p.r.n. for wheezing or cough, #1.
4. Nebulizer machine with mask and tubing #1.
He was given the opportunity to ask questions, he states he has none. The patient was given strict return precautions.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

