MOORE, CATHRYN
DOB: 03/06/1959
DOV: 07/29/2024
HISTORY: This is a 65-year-old female here with cough. The patient states this has been going on for approximately seven days or more, has gotten worse in the last two days. She is accompanied by her husband who stated that a few nights in a row she woke up in cough fit and he thought that she was going to pass out. He noticed some snoring while she sleeps and stated that he thinks she may have aspirated some of her liquids when she was coughing so hard last night.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

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

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

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

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

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

REVIEW OF SYSTEMS: The patient reports chest pain with cough.

She reports malaise/tiredness.

The patient states the cough is productive of yellow sputum.

She reports tiredness and decreased energy.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, and in mild distress.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 137/97.

Pulse 88.

Respirations 18.

Temperature 99.1.
HEENT: Normal.

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

RESPIRATORY: Poor inspiratory and expiratory effort. The patient goes into a cough fit with deep inspiration. She has mild crackles inspiratory and expiratory heard diffusely in her lower right and left lobes.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

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

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. Pneumonia.
2. Rhinitis.

3. Myalgia.

4. Sleep apnea.

PLAN: Chest x-ray was done. Chest x-ray shows an increased opacity in the hilar region with increased lung marking. Cardiac silhouette appears normal. Bony structures are normal. Mediastinum is not wide.

The patient was given a breathing treatment in the clinic today consisting of albuterol and Atrovent. After treatment, she was reevaluated, she reports no side effects from the medications, she states she is feeling little better. She was discharged with the following medications:

1. Moxifloxacin 400 mg one p.o. daily for five days #5.
2. Singulair 10 mg one p.o. daily for 90 days #90.
3. Albuterol 2.5 mg/3 mL, take 3 mL with her home nebulizer t.i.d. p.r.n. for cough, shortness of breath or wheezing.
The patient was given the opportunity to ask questions, she states she has none. She was strongly encouraged to go to the emergency room if she does not get better during night. She states she definitely will.
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