OPPENHEIMER, CONNIE
DOB: 03/10/1947
DOV: 01/06/2026
HISTORY: This is a 78-year-old female here with cough. The patient states this has been going on for approximately seven days or so, but has gotten worse in the last two days. She states she has been using over-the-counter medication without improvement, decided to come in today because cough is now productive of yellow sputum and reports chills and myalgia.

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

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

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

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

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

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

REVIEW OF SYSTEMS: She reports runny nose. She states discharge from her nose is also yellow.

She denies travel history. Denies weight loss. Denies bloody sputum in her cough.
The patient reports runny nose.
PHYSICAL EXAMINATION:

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

O2 saturation 96% at room air.

Blood pressure 109/66.

Pulse 88.

Respirations 18.

Temperature 97.2.
RESPIRATORY: Poor inspiratory and expiratory effort. She has expiratory crackles/rhonchi worse on the right lower lobe. No use of accessory muscles. The patient speaks in full sentences. No accessory muscle use. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

EXTREMITIES: Full range of motion of upper and lower extremities. No peripheral edema. Negative Homans sign. No calf tenderness to palpation.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Acute pneumonia.

2. Cardiomegaly.

3. Cough.

4. Acute rhinitis.

PLAN: A chest x-ray was done in the clinic today. Chest x-ray showed haziness/infiltrate in the right lower lobe.

Cardiac silhouette is enlarged (the patient states she has long history of hypertension and is aware of her cardiac issue).
The following tests were done: Flu and COVID, both tests were negative.

The patient received the following medications while in the clinic today: Dexamethasone 10 mg IM, lincomycin 300 mg IM, albuterol and Atrovent nebulizer x1. She was observed in the clinic for approximately 10-15 minutes, then reevaluated. She reports much improvement. She states she is comfortable going home, she is feeling better. She was strongly encouraged to go to the emergency room if her symptoms do not get better within 24 hours. The patient states she understands and will comply. She is accompanied by her sister who stated that she goes to the doctor with her sister because of memory issue and she remembers everything and she states she will take her to the emergency room in the event she gets worse.
The patient was sent home with the following medications:

1. Moxifloxacin 400 mg one p.o. daily for five days #5.

2. Albuterol 2.5 mg/3 mL, she will use one vial or 3 mL t.i.d. p.r.n. with home nebulizer; she was given one box.

3. Nebulizer machine with tubing and mask #1 each to be used at home.

4. Tessalon 100 mg one p.o. t.i.d. for 10 days #30.

5. The patient was given Diflucan 150 mg in the event she develops yeast infection; she indicated that whenever she takes antibiotics, she gets yeast infection.
The patient was advised to increase fluids, definitely to go to the emergency room if she is worse. She was advised not to come to this clinic, but go straight to the emergency room. She states she understands. Echo was done today. Echo revealed EF of 57%.
The patient and sister were given the opportunity to ask questions and they stated they have none. They are comfortable with being discharged. Strict written precautions were given.
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