TARAS, JANNIE

DOB: 09/29/1966

DOV: 01/27/2024
HISTORY: This is a 57-year-old female here with cough and runny nose.

The patient states that this has been going on for approximately six days and has been getting worse. She states that this cough is not responding to her usual medications she takes namely Singulair and her other allergy medicine. She states that cough has gotten worse today and came in because whenever she coughs, she will have chest pain with her cough only.
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: All systems were reviewed and were negative except for those mentioned above. The patient denies shortness of breath, respiratory distress or chest pain. The patient reports difficulty sleeping at night because of her current cough.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 181/83.
Pulse is 83.
Respirations are 18.
Temperature is 98.1.

HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates. Nares are congested.
NECK: Full range of motion. No rigidity. No meningeal signs. No palpable or tender nodes.

RESPIRATORY: Poor inspiratory effort with inspiratory and expiratory wheezes/rhonchi. No crackles. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No visible peristalsis. No peritoneal signs.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: 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 rhinitis.

3. Morbid obesity.

4. Insomnia.
PLAN: In the clinic today, we did the following tests:
1. COVID.

2. Flu A and B. These tests were both negative.

The patient was sent home with the following medications.

1. Albuterol 2.5 mg/3 mL, 3 mL with home nebulizer machine t.i.d. p.r.n. for cough or wheezing.
2. Nebulizer machine with mask and tube one each, use at home for cough or wheezing.
3. Erythromycin 500 mg one p.o. t.i.d. for 10 days #30.
4. Hydroxyzine 50 mg one p.o. q.h.s.
The patient is a cigarette smoker and, on multiple visits, we had discussion about alternative lifestyle. She always expresses understanding and states she will try.

She was sent home with the following medications.

1. Erythromycin 500 mg one p.o. t.i.d. 10 days #30.
2. Hydroxyzine 50 mg one p.o. q.h.s. for 60 days #60.
3. Nebulizer machine #1 with tube and mask.
4. Albuterol 2.5 mg/3 mL, she will take 3 mL with home nebulizer t.i.d. p.r.n. for coughing or wheezing.
She was given the opportunities to ask questions, she states she has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

