TARAS, JANNIE
DOB: 09/29/1966
DOV: 12/07/2024
HISTORY: This is a 58-year-old female here with cough, runny nose, and sneezing. The patient states that she has a history of tobacco use disorder, chronic bronchitis/COPD, and states symptoms feels the same. She states that she has been exposed to kids at the daycare where she works who were ill with similar symptoms and other symptoms such as diarrhea or vomiting. She denies chills or myalgia. Denies increased temperature.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 94% at room air.
Blood pressure 230/90. Repeat blood pressure is approximately 187/88.
Pulse 89.
Respirations 18.

Temperature 97.9.
HEENT: Normal.
NOSE: Congested clear/green discharge erythematous edematous turbinates.
RESPIRATORY: Poor inspiratory and expiratory effort. She has diffuse inspiratory and expiratory wheezes. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Nondistended. No guarding. No visible peristalsis. Normal bowel sounds.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait. No peripheral edema.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. COPD exacerbation.
2. Bronchitis.

3. Acute rhinitis.

4. Tobacco use disorder.
PLAN: The patient had a discussion about tobacco use she said ”it is one of the most difficult thing for me to do is to quit smoking she indicated I tried before, but failed intends to quit, but at the moment she states she do not think she is ready.
The patient’s medication the following medication was prescribed to the patient:
1. Zithromax 250 mg two p.o. now and one daily until gone #6.

2. Prednisone 20 mg one p.o. daily for 10 days #10 with one refill.
3. Fluticasone nasal spray to activation each nostril b.i.d. for 14 days.

She was advised to increase fluids to come back to the clinic if worse,

Health maintenance, the patient was given a consultation for The Rose Clinic where she can have a routine mammogram. She was given the opportunity to ask questions she states she has none.
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