CLINIC VISIT NOTE

SPILLERS, LEO
DOB: 11/18/1959
DOV: 03/29/2025
The patient presents with history of cough, sore throat, congestion, chills, hoarseness for the past four days. He states he was seen by his PCP five days ago, Dr. Stokes, told he might be having early congestive heart failure, restarted his Lasix which he had been taking.
PAST MEDICAL HISTORY: He has history of type II diabetes, hypertension, insomnia, congestive heart failure, benign prostatic hypertrophy, COPD, coronary artery disease S/P angioplasty left anterior descending artery.
SOCIAL HISTORY: Welder and boilermaker, retired.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Scattered wheezing and rhonchi with harsh breath sounds. PO2 95%. Heart: Regular rate and rhythm without definite murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neurological: Within normal limits. Skin: Within normal limits.
The patient had handheld nebulizer treatment with clearing of wheezing. He states he has the nebulizer treatment at home that he does twice a day. Chest x-ray showed signs compatible with mild congestive heart failure without cardiomegaly.
FINAL DIAGNOSES: COPD, bronchitis, congestive heart failure, hypertensive cardiovascular disease, benign prostatic hypertrophy, sinusitis, and bronchitis.

PLAN: The patient was advised to continue with medications, use nebulizer every four to six hours with improvement in the office, to follow up with cardiologist in three days and to see the urologist for a CT of the bladder in the next week and to follow up with PCP. He was given Rocephin and dexamethasone injections and Z-PAK and Medrol to take with respiratory precautions.
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