OFFICE VISIT
Patient Name: THOMAS, FREDDIE
Date of Birth: 10/16/1950
Date of Visit: 01/23/2013
CHIEF COMPLAINT: Ms. Thomas presents today with the chief complaint of congestion in the upper and lower chest and wheezing. She denies fever or chills. She states change in taste and smell and she has some facial pain and she has productive cough with thick yellow sputum. Pain levels are 2-3.

REVIEW OF SYSTEMS: Positive for chief complaint. She also has positive for obstructive sleep apnea and she uses CPAP and is unable to use for the last couple of next due to the congestion. She has reflux symptoms with heartburn. She denies changes in mood, bladder, or bowel habits.

PHYSICAL EXAMINATION: GENERAL: Pleasant lady who appears somewhat uncomfortable. HEENT: Examination of the ears show retracted TMs. There is postnasal drip with thick yellow sputum in her pharynx. She has right facial tenderness over maxillary and frontal sinuses on percussion. Chest shows good air entry, but diffuse expiratory wheezing without rales. Cardiovascular exam shows normal first and second heart sounds without murmurs.

ASSESSMENT & PLAN:

1. Sinusitis and bronchitis. The plan is Z-PAK and Ventolin inhaler two puffs every four hours.

2. Diabetes mellitus. Plan is to get CBC with differential, fasting lipids, comprehensive metabolic panel and urine for microalbumin done. She is also given a prescription of omeprazole 40 mg one daily #60 with refills.
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