EVALLE, ALICIA

DOB: 01/02/1996

DOV: 08/02/2025

HISTORY: This is a 29-year-old female here for followup.

Ms. Evalle was seen on 07/28/2025 diagnosed with COVID infection, was treated with inhaled nebulizer, dexamethasone and Rocephin, is here for followup. She stated that she is overall better. However, she stated that her cough is still lingering. Indicated that she has a history of asthma and sometimes she will cough with her asthma. Her symptoms are somewhat similar.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no significant changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no significant changes.

MEDICATIONS: Reviewed and compared to last visit, no significant changes.

ALLERGIES: Reviewed and compared to last visit, no significant changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no significant changes.

FAMILY HISTORY: Reviewed and compared to last visit, no significant changes.

REVIEW OF SYSTEMS: The patient denies increased temperature. She denies chills. She denies myalgia.

Cough is present. She states cough is productive of clear sputum. She stated that she was given Bromfed and Phenergan DM, which is helping.
All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 92% at room air; compared to O2 saturation last visit, it was 99% at room air. However, today, the patient states she has no shortness of breath.

Blood pressure is 121/80.

Pulse is 85.

Respirations are 18.

Temperature is 98.0.
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HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion. She has inspiratory and expiratory wheezes heard diffusely, but worse on the right.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

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

ASSESSMENT:
1. COVID infection.

2. Cough.

3. Asthma exacerbation.
PLAN: In the clinic today, the patient received the following: albuterol and Atrovent breathing treatment x1. She was observed in the clinic for about 15 minutes after she received nebulized treatment, she was reevaluated and then reports improvement in her cough and wheezing.

COVID test is repeated, it is still positive.

The patient was advised that she should stay away from work as she works with general public for at least until Wednesday, to come back to the clinic on Wednesday for a repeat test. She was sent home with nebulizer albuterol 2.5 mg/3 mL, she will take 3 mL t.i.d. p.r.n. with home nebulizer for cough and wheezing; she was given one box. She was given the opportunity to ask questions and she states she has none. She was strongly encouraged to come back to the clinic if worse or go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.
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