CLINIC VISIT NOTE

SOTO, MARIA
DOB: 11/24/1981
DOV: 02/06/2026
The patient presents with history of cough, congestion and sore throat for seven days. She states that she has chills and sweats yesterday, not today.
PAST MEDICAL HISTORY: Type II diabetes, hypertension, obesity, high lipid disease, and allergic rhinitis.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Inflamed pharynx 1+. Neck: Supple without masses. Lungs: Scattered rhonchi without rales or wheezing. Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

The patient had a strep, flu and COVID screens which were negative. The patient also had a chest x-ray because of questionable temperature compatible with pneumonia which showed no abnormality.
PLAN: The patient was given Rocephin and dexamethasone injection with prescription for Z-PAK, Medrol Dosepak and to take over-the-counter DM with advice to follow up with her PCP and here if needed.
FINAL DIAGNOSES: Bronchitis, influenza and pharyngitis.
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