SARAZIA, REYNALDO
DOB: 09/22/1969
DOV: 10/11/2025

HISTORY: This is a 56-year-old gentleman here with throat pain and cough. The patient states symptoms started yesterday when he was exposed to house fire. He states he was not in the fire for very long, but was exposed to some degree of smoke. He states he was doing fine yesterday, but today states he is now having some irritation in his throat and repeated coughing.
PAST MEDICAL HISTORY:
1. Hypertension.
2. Hyperlipidemia.
3. Obesity.

PAST SURGICAL HISTORY: Gallbladder removed.
MEDICATIONS: He states he takes cholesterol and blood pressure medications, but he does not know the name.
ALLERGIES: None.
SOCIAL HISTORY: Denies tobacco, alcohol or drug use.
REVIEW OF SYSTEMS: The patient denies black sputum with his cough. He denies having singed nasal hair after exposure. He denies shortness of breath. Denies diaphoresis. Denies increased temperature.
PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 124/83.
Pulse.70.
Respirations 18.

Temperature 98.1.

NOSE: Nasal hairs are not singed. No erythema. No edema. No septal hematoma. Nares are patent.
THROAT: No black sputum or black secretions noticed in his throat. No erythema. No edema. Uvula is midline and mobile.
FACE: No evidence of burn on his face, namely no bullae. No vesicles. No erythema. No edema. No fissures.

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

RESPIRATORY: Poor inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae. No evidence of burns on any parts of his skin.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He 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. Smoke exposure.
2. Sore throat.
3. Throat irritation.
4. Cough.

5. Reactive airway disease.

PLAN: Chest x-ray was done for the patients in the clinic. I could not appreciate any infiltrator effusion. However, the patient’s x-ray does appear to have some prominent perihilar nodes. His aortic notch is also prominent. Mediastinal appears abnormal. He is not in respiratory distress since his pulse oximetry 98% on room air. He is not using accessory muscles for breathing. However, the patient was advised to come back on Monday for me to repeat his x-ray. Strongly encouraged to go to the emergency room if his respirations gets worse.
The patient was in the clinic today. The patient received the following:

1. Dexamethasone 10 mg IM.

2. Rocephin 1 g IM.

3. Nebulizer treatment consists of Atrovent and albuterol x1.

4. Tetanus 0.5 mL IM.
The patient was observed in the clinic for approximately 20 minutes after he completed above regiments. He reports significant improvement. He was comfortable with my discharged plan. He was strongly encouraged to go to the emergency room if his symptoms get worse. He states he understands and will comply. He was sent home with:

1. Albuterol 2.5/3 mL solutions and nebulizer machine.

2. Zithromax 250 mg two p.o. now and one p.o. daily until gone.

3. Prednisone 20 mg one p.o. daily for five days.

Advise to increase fluids. He was given the opportunity to ask questions, he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA
