COHN, LORETTA

DOB: 08/03/1975

DOV: 05/08/2024

HISTORY OF PRESENT ILLNESS: The patient presents with runny nose, cough, and fever that started last night, nausea, chills and body aches. Approximately two weeks prior, she had viral upper respiratory infection, it did resolve, states for the last seven days she has been symptom-free; however, last night with sinus pressure and these new symptoms presented. She wanted to come to the clinic for evaluation. She has not taken any medication for symptom management.

PAST MEDICAL HISTORY: Hypothyroidism and anemia.

PAST SURGICAL HISTORY: She had tubal bilaterally.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: No reports of smoking, drinking or illicit drug use.

PHYSICAL EXAMINATION:

GENERAL: Alert and oriented x 3, in no apparent distress.

HEENT: Eyes: Pupils equal, round and reactive to light. Ears: Mild erythema. No TM bulging bilaterally. Noted tenderness over frontal sinuses. Nose: Turbinate edema and clear rhinorrhea. Throat: Mild erythema and edema. No exudate noted.

NECK: Supple with no thyroid enlargement noted.

RESPIRATORY: Clear. No respiratory distress. Breath sounds appreciated in all four quadrants.

ABDOMEN: Soft and nontender.

CARDIOVASCULAR: Regular rate and rhythm. Positive S1 and S2. No murmurs. No gallops appreciated.

SKIN: Normal with no rashes.

EXTREMITIES: Nontender with full range of motion.
LABS: Labs in office, flu and COVID all negative.

ASSESSMENT:

1. Sinusitis.
2. Cough.

3. Flu-like symptoms.

PLAN: We will provide injection of dexamethasone and Rocephin in clinic. We will also provide prescription for Bromfed for the cough. We will provide Zofran for the nausea and provide amoxicillin and Medrol Dosepak for the sinusitis. The patient discharged in stable condition, answered all questions and given a work excuse for the next two days.
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