CLINIC VISIT NOTE

GRAHAM, ROBERT
DOB: 12/18/1952
DOV: 01/23/2025
PRESENT ILLNESS: Congestion, cough and vertigo for two days. Past history of Xigduo 5/1000 mg, tamsulosin 0.4 mg with a statin and glyburide with history of diabetes mellitus.
The patient presents with history of congestion, sore throat, fever and flu-like symptoms for the past few days. He also describes pain in lower chest with shortness of breath with PO2 of 98%.

PAST MEDICAL HISTORY: Old records reviewed. He has history of diabetes II, high lipid disease, benign prostatic hypertrophy and deafness.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Within normal limits. Lungs: Scattered questionable wheezing with 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.

Chest x-ray shows non-hilar infiltrates, small.
FINAL DIAGNOSES: Bronchopneumonia with influenza type A.

PLAN: The patient was given nebulizer treatment with clearing of chest. Given Rocephin 1 g with DEX of 40 mg and handheld nebulizer and albuterol for the nebulizer at home. Given prescriptions for Levaquin 500 mg to take twice a day and Medrol 4 mg Dosepak. Follow up in two to three days with PCP or in three to five days if not able to see PCP.
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