CLINIC VISIT NOTE

CROW, SANDRA
DOB: 11/11/1936
DOV: 10/31/2024
The patient presents with history of cough for the past two weeks with sore throat. Denies fever, chills, sweats or shortness of breath. She states she used some cough drops last night and has some irritation to her lips and mouth today.
PAST MEDICAL HISTORY: History of hypertension, Barrett's esophagitis, hyperlipidemia, and low thyroid disease.
SOCIAL HISTORY: The patient is 88 years old. She states she has a clothing business and makes pictures on clothes, travels around. She has a 5-year-old great-granddaughter who is learning her trade and she likes her to take over for her after she has gone.
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: Few scattered rhonchi. No wheezing or rales or decreased breath sounds. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

Strep screen performed was negative.
IMPRESSION: Bronchitis with non-strep pharyngitis.

PLAN: Given injections of Rocephin and dexamethasone and a prescription for Z-PAK and Medrol Dosepak, take DM for cough and to follow up as needed. She has a primary care doctor across town who she sees regularly and a cardiologist who also sees her regularly with recent negative cardiac workup.
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