BELL, STEPHANIE

DOB: 07/04/1980

DOV: _______
HISTORY: This is a 44-year-old female here with nasal congestion, pain and pressure in her frontal sinus region. The patient said this has been going on for approximately 30 days, she has been using some medication with no improvement. She indicated that she saw her doctor about seven or less days ago where she had a chest x-ray and a CT scan of her chest and was advised that these two studies are unremarkable. She said she had a CT angiogram of her chest because of her history of lymphoma, they were concerned about PE and she said that was normal. The patient indicated her cough is productive of green sputum. She denies blood with her cough. Denies travel history. Denies shortness of breath.

PAST MEDICAL HISTORY: Lymphoma.

PAST SURGICAL HISTORY: None.

MEDICATIONS: The patient stated she completed several regimen of chemotherapy approximately two years ago and has been doing routine surveillance, which surveillance checks were normal.

ALLERGIES: The patient reports no allergies.

SOCIAL HISTORY: She denies tobacco, alcohol, or drug use.

FAMILY HISTORY: Cancer.

REVIEW OF SYSTEMS: The patient reports runny nose, said discharge from her nose is green.

The patient denies neck pain. Denies stiff neck.

She denies chest pain.

She denies diaphoresis or increased temperature.

All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress. The patient coughs frequently.

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 106/66.

Pulse is 103.

Respirations are 18.

Temperature is 98.0.
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Because the patient’s pulse was 103 with a history of cancer, I suggest the patient should go to the emergency room to have evaluated for PE, cancer and tachycardic are two major concerns and that prone her to PE. She became visibly upset and says “I do not want to go to the emergency room, this happens to me all the time, all I need is a shot of steroids and antibiotics and I will be fine”.
HEENT: Nose is congested with green discharge. Erythematous and edematous turbinates.
RESPIRATORY: Poor inspiratory and expiratory effort. She has inspiratory and expiratory wheezes. This is heard diffusely. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Tachycardic. Regular rate and rhythm with no murmurs.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. She has normal bowel sounds.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Negative Homans sign. No tenderness of her calf bilaterally. No edema of her calf bilaterally. No venous cord bilaterally.

NEUROLOGIC: She is alert and oriented. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute bronchitis.
2. Acute cough.
3. Acute rhinitis.
4. Acute sinusitis.
5. History of lymphoma.
PLAN: Wells criteria was used in evaluating this patient for PE, her risk is moderate, but she declined further evaluation. She indicated that she already had a CT last week, a chest x-ray last week, and these were normal and does not want further evaluation at a more advanced clinical setting. Today, in the clinic, the patient received the following: PFT before nebulizer and PFT after nebulizer.

1. She received a breathing treatment consisting of albuterol and Atrovent x1.

2. Rocephin 1 g IM.

3. Dexamethasone 10 mg IM.
She was observed in the clinic for approximately 30 minutes, then reevaluated. She reports that the cough is better, she is beginning to feel little better. Again, we talked about going to the emergency room for further evaluation, she said she does not want to and she is comfortable being discharged.
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She was sent home with the following medications:
1. Zithromax 250 mg two p.o. now and one p.o. daily until gone.

2. Prednisone 20 mg one p.o. daily for 10 days, #10.

3. Tessalon 100 mg one p.o. t.i.d. for 10 days, #30.
She was advised to increase fluids, to come back to the clinic if worse, or go to the nearest emergency room if she is not better. Note at 1755 hours approximately six hours after she was seen, I called the patient at home, I spoke directly to her, she said she is feeling much better, again I reiterated the need if she does not feel well to go to the emergency room, she said she is much better and has taken the medication, which I prescribed and says she will continue and reassured me that if she feels worse, she will go to the emergency room.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

