LIMON, MARIA

DOB: 04/22/1967

DOV: 01/20/2025

HISTORY: This is a 57-year-old young lady here with shortness of breath and cough. She is brought and accompanied by her daughter who says the symptoms started yesterday and brought her in today because she is having increased temperature. She said the temperature respond to Tylenol and Motrin but after short time temperature returns.

PAST MEDICAL HISTORY: Hypertension, asthma, and obesity.

PAST SURGICAL HISTORY: C-section.

MEDICATIONS: The patient states she takes medication for blood pressure but cannot recall the name.

Albuterol.

The patient says she is out of her medication for asthma. She has a machine and she would like to have a replacement machine also.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol, or drug use.

REVIEW OF SYSTEMS: The patient endorses cough says cough is productive of greenish sputum. The patient denies trauma history. Denies bloody sputum. Denies night sweats or weight loss.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, oriented, and she is in mild distress.

VITAL SIGNS:

O2 saturation is 94% at room air.

Blood pressure is 175/88.

Pulse is 91.

Respirations are 18.

Temperature is 100.6.

HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates. Throat: No edema. No erythema. Uvula is midline and mobile. No exudate.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. She has diffuse inspiratory and expiratory wheezes. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding.
EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. Lower extremity has no edema. No venous cord.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Febrile illness.
2. Shortness of breath.
3. Reactive airways disease.
4. Acute bronchitis.
5. Rhinitis.
PLAN: The patient and I had a lengthy discussion with her condition considering her temperature. Her pulse ox at 94. I recommend patient go see emergency room for a definitive care she says “I do not want to go to the emergency room, I would like to have some treatment here and if that does not work I will then go to the emergency room”. In the clinic today, the patient received the following: Rocephin 1 g IM, dexamethasone 10 mg IM, and albuterol and Atrovent x1 nebulizer. She was observed in the clinic for approximately 20 minutes after these medications, reevaluated there is marginal improvement. She still has inspiratory and expiratory wheezes. Again we talked about patient going to emergency room. She is accompanied by her daughter who says she works at Methodist and if she gets worse she is going to take her to Methodist. I however sent home this patient with the following medications: Zithromax 250 mg two p.o. now then in 24-hours take one p.o. daily until gone, prednisone 20 mg one p.o. daily for 10 days, #10, nebulizer machine with mask and tubing #1, albuterol 2.5 mg/3 mL she will use 3 mL with her home nebulizer three times a day p.r.n. for wheezing and cough she was given one box. The patient was again advised that she must go to the emergency room if she does not get better within a day or so.
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