RAMIREZ, HUGO
DOB: 06/19/1960
DOV: 02/18/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic in obvious distress, shortness of breath, unable to sleep for the last three weeks, wheezing, congestion, fever, loss of appetite, fatigue and unknown blood sugars; this is an uncontrolled diabetic, has not been taking his medication and wife is with him as a historian, states that he has been given something over-the-counter, unsure of what it is.
PAST MEDICAL HISTORY: Hypertension, diabetes, and anemia.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, mild distress noted. The patient is actively using accessory muscles for breathing, cannot complete full sentences. He has an elevated pulse rate and the oxygenation levels are concerned.
EENT: Eyes: Pupils equal, round and reactive to light. Ears: Normal light reflex. No tympanic membrane bulging. Nose: Clear. Throat: No erythema or edema. No tonsillar exudate. Airway is patent.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Expiratory wheezes in all fields.
CARDIOVASCULAR: Regular rate and rhythm and noted tachycardia.
SKIN: Without rashes or lesions.
ASSESSMENT: Shortness of breath.
PLAN: Advised the patient he needs to go to the emergency room for evaluation. Advised wife that we can call ambulance, she declines, that she will drive him at the emergency room which is approximately two blocks away. Offered again to call an ambulance, wife declined the second time, stated that they will go to the emergency room and have him seen in higher level of care due to his condition. The patient advised to follow up upon discharge from the emergency room.
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