HORNE, JEANETTE
DOB: 06/29/1952
DOV: 03/04/2024
HISTORY OF PRESENT ILLNESS: This is a 71-year-old female patient. She is here with complaints of cough, fever, few body aches and sinus pressure as well. She maintains her normal everyday activities without too much interruption. No complaint of chest pain or shortness of breath. She has had these symptoms for almost two days now.
PAST MEDICAL HISTORY: Hypertension, hyperlipidemia, gastroesophageal reflux, DVT, depression, and anxiety.
PAST SURGICAL HISTORY: Hysterectomy.
CURRENT MEDICATIONS: All reviewed in the chart.
ALLERGIES: All reviewed – NEOMYCIN, AUGMENTIN and Z-PAK.
SOCIAL HISTORY: Negative for drugs, alcohol or smoking. Negative for secondhand smoke.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. She is not in any distress.
HEENT: Eyes: Pupils are equal, round and react to light. Ears: Mild tympanic membrane erythema bilaterally. Oropharyngeal area: Mild erythema. Postnasal drip identified of much mucus draining in the back of her throat.
NECK: Soft. No lymphadenopathy.
LUNGS: Clear to auscultation. Normal respiratory effort is observed.
HEART: Positive S1 and positive S2. No murmurs.
ABDOMEN: Obese, soft and nontender.

LABORATORY DATA: Labs today include a flu test, it was negative.
ASSESSMENT/PLAN:
1. Upper respiratory infection and acute sinusitis. The patient will receive Rocephin and dexamethasone as injections to be followed by a prescription of cefdinir 300 mg b.i.d. for 10 days #20, Medrol Dosepak as directed and Bromfed DM 10 mL p.o. four times daily as needed for cough #180 mL.
2. She will get plenty of fluids, plenty of rest, monitor symptoms, and return to clinic or call if not improving.
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