FAIRCLOTH, GARY
DOB: 05/07/1955
DOV: 09/10/2024

HISTORY OF PRESENT ILLNESS: The patient presents with cough that started last night. He states he gets this about twice a year and he comes in the clinic and usually gets shots and is better and is requesting that at this time. No fevers. No body aches. No chills. No other symptoms reported. No shortness of breath. No difficulty swallowing either.
PAST MEDICAL HISTORY: Hypertension.
PAST SURGICAL HISTORY: Right knee.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of alcohol or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert, oriented x 3.

EENT: Within normal limits.
NECK: Supple with no thyroid enlargement.
RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.
ASSESSMENT: Upper respiratory infection, reactive airway disease and cough.
PLAN: I will provide 10 mg of DEX in the clinic. At home, symptom treatment will include Singulair for the nighttime cough, Bromfed for the cough during the day and Medrol Dosepak. The patient was discharged in stable condition.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

