CLINIC VISIT NOTE

DUDLEY, JOEL
DOB: 04/03/1973
DOV: 11/01/2024
The patient presents with a history of cough and congestion for the past several days. He has a history of postnasal drainage, not helped with medications, referred to allergist by PCP, has not been seen yet. History of increased blood pressure in the past and treated with two different medications. He reports side effects from the medications, so he is presently not taking medication with the blood pressure of 135/90 today in the office. History of allergic rhinitis, to see allergist as above. History of severe COVID, hospitalized for 20 days three years ago, without intubation, “nearly died.”

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, Eyes, Ears, Nose and Throat: Rhinorrhea. Neck: Supple without masses. Lungs: Scattered rhonchi. 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.

IMPRESSION: Hypertensive cardiovascular disease, without treatment, with borderline blood pressure. History of obesity. Acute presentation with sinusitis and bronchitis, treated with dexamethasone 50 mg and Rocephin 1 g. Given prescription for Biaxin 500 mg to take for two weeks with Medrol Dosepak. To monitor blood pressure and try to determine which medications he has given before which he states he was intolerant of with followup here or PCP for treatment of high blood pressure and further evaluation. Chest x-ray obtained because of history of lung damage with mild respiratory distress and the chest x-ray showing inflammation from prior pneumonia. O2 saturation 97%. Advised to follow up with pulmonary doctor seen before if respiratory symptoms are not clearing. To consider allergist if needed per PCP and to follow up there and here if necessary.
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