LOGAN, EDWARD
DOB: 12/11/1963
DOV: 11/29/2025
HISTORY: This is a 61-year-old gentleman here with cough. The patient said this has been going on for approximately four days, but has gotten worse in the last two. Said he came in today because he as of yesterday he says to have body aches, chills, and fatigue. He states that for the last three days or so, he has hardly been eating or drinking anything.
PAST MEDICAL HISTORY:
1. Hypercholesterolemia.
2. Diabetes type II.
3. Obesity.
4. Depression.
PAST SURGICAL HISTORY: None.
MEDICATIONS: The patient’s medications are as follows:
1. Simvastatin.
2. Citalopram.
3. NovoLog.
4. Kazano.
ALLERGIES: None.
SOCIAL HISTORY: Endorses alcohol use. Denies tobacco or drug use.
REVIEW OF SYSTEMS: The patient reports fever. Said he has been taken over-the-counter fever medication, which helped, but temperature will go back up in a few hours or so. The patient said his cough is not productive of bloody sputum. He denies night sweats or weight loss. He denies travel history.
He stated that he has green discharge from his nose. Said his nose is congested.
He reports nausea and decreased appetite.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress. The patient has dry mucous membranes.
VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 121/75.

Pulse is 103.

Respirations are 18.

Temperature is 98.7.
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NOSE: Congested with green discharge erythematous and edematous turbinates.
THROAT: Erythematous and edematous tonsils, uvula pharynx. No exudates present. Uvula is midline and mobile.

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

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: The patient is tachycardiac, but has regular rate and rhythm. 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 upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

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

ASSESSMENT:
1. Influenza infection.
2. Myalgia.
3. Rhinitis.
4. Dehydration.
5. Fever.
6. Tachycardia.
7. Bronchitis.
8. Pharyngitis.
PLAN: The following tests were done in the clinic today: Flu and COVID. COVID is negative. Flu is positive. The patient received the following medications: IV Ringers’ lactate 1 liter, Toradol 30 mg IM and Zofran 4 mg sublingual. After medication and fluids, the patient was reevaluated he reports improvement. He was educated on the results of his COVID and flu test. He was educated on the medication that he is receiving and how we should take them. Medication was prescribed to the patient as follows:
1. Xofluza 80 mg one p.o. daily x1. The patient was advised to take this medication immediately as soon as he picks it up.
2. Zofran 4 mg ODT one tab sublingual t.i.d. p.r.n. for nausea/vomiting #12.
3. Zithromax 250 mg two p.o. now then in 24-hours he takes one p.o. daily until gone #6.
4. Tessalon 100 mg he will take one p.o. t.i.d. for cough #30. He was given the opportunities to ask questions he states he has none.
Rafael De La Flor-Weiss, M.D.
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