CLINIC VISIT NOTE

CARSON, PAULA
DOB: 09/06/1957

DOV: 11/24/2023

The patient presents with complaints of cough, congestion and sore throat and fever, with flu-like symptoms, with vomiting and diarrhea for two days, with clearing, now with continued cough and slight dizziness with dyspnea on exertion reported. She states she is better, but wants it to go away.

PAST MEDICAL HISTORY: She has had neck and back problems with occasional bulging disc, has been followed at the VA Hospital in the past, now being seen here.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Slightly decreased breath sounds with few rhonchi. No definite wheezing noticed or rales. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
Because of decreased breath sounds, the patient was given a nebulizer treatment with albuterol which slightly increased ventilation. O2 saturation was slightly decreased at 98% without change post breathing treatment.

FINAL DIAGNOSIS: Bronchitis with asthmatic bronchitis.

PLAN: The patient given injections for Rocephin and dexamethasone with observation with prescriptions of Z-PAK and Medrol Dosepak for final diagnosis of bronchitis as above. Follow up in two days for reevaluation if not much better and as needed.
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