WALKER, ERVIN
DOB: 08/10/1979
DOV: 05/21/2024
CHIEF COMPLAINT:

1. Cough.

2. Congestion.

3. Sputum production.

4. Short of breath at times and increased cough at night.

HISTORY OF PRESENT ILLNESS: A 44-year-old gentleman has been on two different antibiotics; one virtually, the other one he was seeing his primary care doctor, Dr. Boyd in The Woodlands at Methodist. He was given doxycycline. He had finished azithromycin. He also has finished a Medrol Dosepak. His wife is concerned that he might have pneumonia. For this reason, he was sent here for evaluation. He also was told that he has issues with low testosterone. His testosterone was 300+. He was put on some kind of “small injections” that he does not know exactly what it is, but he did not take it because he has had some issues with rash at the injection site.
PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: Tonsillectomy, adenoids, and exploratory laparotomy after being stabbed.
MEDICATIONS: He does not take any blood pressure medicine. No history of diabetes. He has just been taking the doxycycline and the Medrol Dosepak which he just finished. He also has promethazine for cough, but it makes him too sleepy. He wants a different medication. He cannot take Mucinex DM, but he can take other medications with dextromethorphan.
COVID IMMUNIZATIONS: None.
SOCIAL HISTORY: He does not smoke. He does not drink. He lives with his wife of 20+ years. They have three children.
FAMILY HISTORY: No colon cancer reported. Positive diabetes. Positive hypertension. Positive stroke.
PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake. He is in no distress.

VITAL SIGNS: Weight 211 pounds. O2 sat 96%. Temperature 98.0. Respirations 18. Pulse 89. Blood pressure 130/87.

HEENT: TMs are red. Posterior pharynx is slightly red.
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NECK: Anterior chain lymphadenopathy right greater than left.
LUNGS: Few rhonchi. Few coarse breath sounds.
HEART: Positive S1 and positive S2.
ABDOMEN: Soft.

NEUROLOGICAL: Nonfocal.
EXTREMITIES: Lower extremity shows no edema.
ASSESSMENT/PLAN:
1. As far as his cough is concerned, chest x-ray shows no evidence of pneumonia.
2. Bronchitis.

3. Reactive airway disease.

4. Bromfed DM for daytime, I got a prescription today and he can take Phenergan DM at night.
5. Continue with doxycycline.

6. No more p.m. steroids were given.

7. Decadron 8 mg now.

8. Must use his inhaler at least three or four times a day because of reactive airway disease.

9. Always rinse your mouth afterward.
10. History of epigastric pain most likely related to postnasal drip, normal abdominal ultrasound, normal spleen, normal kidney, and normal gallbladder.

11. Carotid was evaluated because of family history of stroke. Minimal stenosis was noted.

12. To make sure that his cough and congestion is not related to cardiac issues, echocardiogram was done which was also within normal limits with ejection fraction in the 60s.
13. Leg pain and arm pain multifactorial.

14. No DVT or PVD was noted.
15. Slight fatty liver.

16. Plan as above.

17. Call me in two days.

18. If he gets worse, either return here or go to the emergency room.

Rafael De La Flor-Weiss, M.D.

