DISCHARGE SUMMARY
MCMASTER, CANDACE
DOB: 09/22/1971
DOV: 03/05/2024
The patient presents with history of cough, sore throat, and congestion for the past six days, has been wheezing at night with prior history with coughing per husband, using inhaler given to her before during the night if needed.
PAST MEDICAL HISTORY: Has history of disc disease involving neck post MVA, in the process of being worked up at Kelsey-Seybold under the care of a spine specialist to get MRI.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
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: Scattered rhonchi. No rales or wheezing noted. 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.
The patient had flu and strep screening which were negative.
IMPRESSION: Upper respiratory infection with non-A/B influenza with bronchitis.

PLAN: The patient was given Rocephin and dexamethasone injections. Advised to continue handheld nebulizer as needed. Given prescription of Medrol Dosepak, Z-PAK and Bromfed DM. Advised to follow up with PCP and here if necessary and with the spine specialist for workup on the neck with pending MRIs.
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