SUBLETT, SAMANTHA

DOB: 08/20/1996

DOV: 06/18/2024

HISTORY OF PRESENT ILLNESS: The patient presents to the clinic, a 27-year-old female with cough and soreness that is now in her upper back that has been going on for two weeks. She has been taking Mucinex twice a day with a little relief. She states she has cough at nighttime that makes her stay up. No reports of fever or body aches or chills. She reported she has good appetite, but low activity level.

PAST MEDICAL HISTORY: GERD, depression and anxiety.

PAST SURGICAL HISTORY: Tubal and C-section.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: No reports of alcohol or smoking use.

PHYSICAL EXAMINATION:

GENERAL: This is a non-acute distress patient who is alert and oriented x 3.

HEENT: Eyes: Pupils are equal, round and reactive to light. Ears: Clear with no tympanic bulging. Nose: Clear with no rhinorrhea. Throat: Mild erythema. No edema. No tonsillar enlargement. No exudate. Airway is patent.

NECK: Supple with no thyroid enlargement.

RESPIRATORY: Within normal limits. Clear to auscultation in all four quadrants. No rales, rhonchi or wheezing.

CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without lesions or mass or rashes.

ASSESSMENT: Upper respiratory infection and cough.

PLAN: The plan is to provide dexamethasone 10 mg in clinic and a steroid Dosepak and Bromfed for treatment at home and I have asked the patient to follow up if symptoms continue. The patient is discharged in stable condition.
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