MOFFATT, TOMOKO

DOB: 12/15/1969

DOV: 06/17/2024

HISTORY: This is a 54-year-old female here with cough. The patient stated that approximately two weeks ago she was diagnosed with COVID and since traveled to Japan; she says she made a trip to Japan and back and cough is now worse. She also reports some shortness of breath.

PAST MEDICAL HISTORY: Reviewed and compared with last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared with last visit, no changes.

MEDICATIONS: Reviewed and compared with last visit, no changes.

ALLERGIES: Reviewed and compared with last visit, no changes.

SOCIAL HISTORY: Reviewed and compared with last visit, no changes.

FAMILY HISTORY: Reviewed and compared with last visit, no changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress. The patient is coughing frequently and appears to be having some shortness of breath also.

VITAL SIGNS:

O2 saturation is 95% at room air.

Blood pressure is 107/75.

Pulse is 80.

Respirations are 16.

Temperature is 98.2.

HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion. The patient goes into a cough fit with deep inspiration. She has mild diffuse inspiratory and expiratory wheezes/rhonchi.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.

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

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. She has negative Homans sign. No calf tenderness.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Long COVID.
2. Bronchitis.
3. Cough.
4. Chest pain (atypical).
PLAN: A CTA was done and the CTA was read by the radiologist as follows: The lungs are fully expanded and clear. Heart size is within normal limits. The great vessels appear unremarkable with no apparent filling defect identified in the pulmonary arteries. Trachea and mainstem bronchi are clear. The thyroid gland shows no apparent mass. No mediastinal, hilar or axillary adenopathy is identified. Below the ______, the adrenal gland is not enlarged. No destructive bony lesions.
In the clinic today, the patient received the following:
1. Rocephin 1 g IM.

2. Dexamethasone 10 mg IM.
She was observed in the clinic for an additional 15 minutes, then reevaluated. She reports she is beginning to feel a little better. She was discharged with the following:
1. Nebulizer machine with tube and mask #1.

2. Albuterol 2.5 mg/3 mL 3 mL with home nebulizer b.i.d. p.r.n. for cough.

3. Zithromax 250 mg two p.o. now, one p.o. daily until gone.

4. Prednisone one p.o. daily #10. She was advised to take this medication in the mornings and not at nights.
She was given the opportunity to ask questions and she states she has none.
The following tests were also done in the clinic: COVID negative, flu A and B negative.
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