JOHAL, SUKHPAWAN
DOB: 12/24/1960
DOV: 02/11/2025
HISTORY: This is a 64-year-old female here with cough. The patient states this has been going on for approximately three days. She states she came in because cough is causing her to lose sleep at night and she is now also having body aches. She states cough is dry and nonproductive. Denies travel history. Denies bloody sputum with cough. Denies weight loss and night sweats.
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: The patient reports sore throat. She states she has pain with swallowing.
She denies fever. Denies neck pain. Denies stiff neck.

She denies rash.

The patient reports runny nose. She states discharge from the nose is green, also reports pain and pressure behind her eyes and in her cheeks.

PHYSICAL EXAMINATION:

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

O2 saturation is 100% at room air.

Blood pressure is 155/81. Repeat blood pressure is 152/96 (the patient is not good medication compliant).
The patient reports that she does not want any medication for her whatever her blood test may reveal. She states she just wants to do approach whatever findings we have naturally.
NOSE: Congested with green discharge. Erythematous and edematous turbinates.

THROAT: Erythematous and edematous uvula, pharynx and tonsils. Uvula is midline and mobile. No exudates present.
NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Poor inspiratory and expiratory effort. She has inspiratory and expiratory wheezes heard diffusely.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion of upper and lower extremities. No venous cord. No edema in her lower extremities.

NEURO: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT/PLAN: The patient and I reviewed her labs. Her labs reveal elevated triglycerides, decreased HDL and increased total cholesterol. The patient was offered medication for these findings, she declined, she states she will manage these with diet and exercises.
Her glucose was elevated at 214. Her A1c is 10.0. Again, the patient was offered to increase oral medication for these findings, she states that she does not want to increase her medication, she will continue to do diet and exercises and return as soon as she wants to for a repeat exam. The patient in the clinic today received the following: Rocephin 1 g IM, dexamethasone 10 mg IM, Xopenex nebulizer x1. We did flu test. She was offered strep test, she declined. She was offered COVID chest test, she declined. Flu test was negative. The patient was sent home with the following medications:

1. Hydroxyzine 25 mg one p.o. q.h.s. for 14 days #14.

2. Tessalon 100 mg one p.o. t.i.d. for 10 days #30.
She was given the opportunity to ask questions and she states she has none.
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