BUNNELL, KIMBERLY
DOB: 09/02/1957
DOV: 04/10/2025
HISTORY: This is a 67-year-old female here with cough. The patient states this has been going on for approximately two weeks or more. She stated that she traveled from Hawaii and visited Aruba and, while in Aruba, she started to have cough which she states was productive of green sputum that continues to date. The patient states she also has some body aches and chills. She states the sputum from her cough is non-bloody, but green.
PAST MEDICAL HISTORY:

1. Hypothyroidism.

2. Hypoestrogenemia, is currently on replacement estrogen.

PAST SURGICAL HISTORY:
1. Hysterectomy.

2. Knee.

3. Shoulder surgeries.

MEDICATIONS:
1. Progesterone.

2. Estradiol.

3. NP thyroid.

FAMILY HISTORY: Cancer, myocardial infarction and diabetes.
REVIEW OF SYSTEMS: The patient reports chest congestion.
She reports chills.

She reports body aches.

She reports fatigue.
PHYSICAL EXAMINATION:

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

O2 saturation 97% at room air.

Blood pressure 135/68.

Pulse 75.

Respirations 18.

Temperature 98.7.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Poor inspiratory and expiratory effort. She has diffuse inspiratory and expiratory crackles. It is worse on the right. No use of accessory muscles. No respiratory distress.
Wells criteria was used in evaluating this patient for a PE. Her score is low putting PE low in her differential.

CARDIAC: Regular rate and rhythm with no murmur. The patient is not tachycardic; pulse is 75.

ABDOMEN: Soft and nontender. No rebound. No guarding. Normal bowel sounds. No palpable mass. No pulsating mass.

EXTREMITIES: No tenderness to palpation over calf. No edema over calves bilaterally.

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

ASSESSMENT:

1. Acute pneumonia.
2. Acute cough.
3. Acute fever.
PLAN: In the clinic today, the patient received the following medications:

1. Albuterol and Atrovent nebulizer x 1.
2. Rocephin 1 g IM.

3. Dexamethasone 10 mg IM.

A chest x-ray was done AP and lateral. AP window is dull. On the right lower and middle lobe, there is moderate amount of opacity suspicious for infiltrate/effusion. The patient was treated with the medications as indicated above. She was observed in the clinic for approximately 20 to 25 minutes, then reevaluated, she reports improvement.

She was sent home with the following medications:

1. Prednisone 10 mg; day one 5 p.o., day two 4 p.o., day three 3 p.o., day four 2 p.o., day five 1 p.o. for a total of 15.

2. Zithromax 250 mg two p.o. now, then in 24 hours she will take one p.o. daily until gone #6.

3. Albuterol MDI 90 mcg two puffs t.i.d. p.r.n. for cough.
4. Robitussin AC 10 mL q.h.s. for five days #50 mL. The patient was strongly encouraged not to drive or drink with this medication as it can cause impairment. 
She was given the opportunity to ask questions, she states she has none.
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