CLINIC VISIT NOTE

CROFT, MARY
DOB: 03/01/1952
DOV: 08/01/2024
The patient presents with cough and congestion for the past two days, seen by doctor/nurse practitioner two days ago. She states that her husband also had similar symptoms in the past.
PAST MEDICAL HISTORY: History of hypertension.

PAST SURGICAL HISTORY: She has had surgery as above including hysterectomy, cholecystectomy, and left knee replacement.
ALLERGIES: None.

SOCIAL HISTORY: No history of smoking or drinking.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear with decreased breath sounds. No wet rales or wheezing. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neurological: Within normal limits. Skin: Within normal limits.
Chest x-ray obtained because of persistence of symptoms. Chest x-ray showing large distortion of heart shadow with hyperextension of lung. PO2’s by the nurse were initially lower, 88% reported. Repeat O2 saturation by me was 74%. The patient denies respiratory distress.
FINAL DIAGNOSES: Severe COPD per chest x-ray, has some hypoxia with bronchial infection, without respiratory distress.
PLAN: Other medications continued can represent pantoprazole for stomach, Reglan for stomach, and Anoro Ellipta for lungs. The patient was given injections of Rocephin, dexamethasone with Z-PAK and Medrol Dosepak. The patient has a pulmonologist, she sees off and on, has an appointment tomorrow. She was advised to follow up with pulmonologist, given pictures of x-rays and to follow up as needed. See pulmonologist tomorrow.
John Halberdier, M.D.

