CLINIC VISIT NOTE

GALLOWAY, SONIA
DOB: 02/12/1959
DOV: 11/22/2024
The patient presents with worsening of her chronic cough and congestion with fever for the past few days with a temperature of 100.2 with associated frontal headache. She has been using her CPAP and also using O2 nasal cannula as needed at home. O2 saturation she states has been 92-93%. She did a home COVID test which was negative.

PAST MEDICAL HISTORY: Past history of type II diabetes, high lipid disease, osteoarthritis, and COPD.
ALLERGIES: She states she had recent allergy testing by an allergist a few months ago, allergic to MOLD and DUST.
SOCIAL HISTORY: She works as an accountant. She is scheduled to start for palliative care she states per her insurance.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: She has chronic cough with dyspnea on exertion, worse now.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Within normal limits. Lungs: Decreased breath sounds with scattered rhonchi without rales or wheezing. 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.

O2 saturation in the office was 96%. The patient was requesting of repeat injections.

DIAGNOSES: COPD, with bronchitis, with exacerbation of COPD, with upper respiratory infection, with history of collapsed lung.
PLAN: The patient is to continue nebulizer treatments with albuterol at home. Given Rocephin and dexamethasone with prescription for Medrol Dosepak and Z-PAK. Follow up with pulmonary doctor and scheduled in three months and if needed.
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