JACKSON, VETA
DOB: 07/17/1948
DOV: 10/31/2024
CHIEF COMPLAINT:

1. Cough.

2. Congestion.

3. Breathing issues.

HISTORY OF PRESENT ILLNESS: A 76-year-old woman with extensive history of COPD; multiple exacerbations, myocardial infarction, coronary artery disease, and hypertension, comes in today with cough, congestion, shortness of breath, and sputum production. No nausea. No vomiting. No hematemesis. No fever or chills.
Her non-fasting blood sugar today is 123.
PAST MEDICAL HISTORY: She has had diabetes in the past, but she is not taking any medication for her blood sugar, COPD, CVA, asthma, and insomnia.
PAST SURGICAL HISTORY: Hysterectomy.
MEDICATIONS: Reviewed opposite page.
ALLERGIES: CODEINE and POLLEN.
SOCIAL HISTORY: SHE SMOKES, SHE SMOKES, SHE SMOKES; she will not quit smoking. She used to be a radiology tech, but she is not working at this time.

PHYSICAL EXAMINATION:

VITAL SIGNS: O2 sat 92% but she runs low. Temperature 97.9. Respirations 20. Pulse 80. Blood pressure 160/70.

HEENT: Oral mucosa without any lesion.

NECK: No JVD.
LUNGS: Rhonchi, rales and coarse breath sounds.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

SKIN: No rash.

ASSESSMENT/PLAN:
1. COPD.

2. Exacerbation of COPD.

3. I am going to give her prescription for albuterol and nebulizer.
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4. Levaquin 750 mg once a day.

5. Prednisone taper over the next 10 days.

6. Rocephin 1 g now.

7. Decadron 8 mg now.

8. She is going to call me on Monday.

9. She is going to use the albuterol four times a day.

10. Continue with her Trelegy.

11. Plavix was refilled.

12. She knows to rinse her mouth when she uses the nebulizer.

Rafael De La Flor-Weiss, M.D.

