OFFICE VISIT

Patient Name: ATKINS, NEVA

Dater of Birth: 11/17/1946

Date of Visit: 01/23/2013
CHIEF COMPLAINT: Ms. Atkins reports today with a 24-36 hour history of fevers, chills, sore throat, muscle aches, cough, and sinus drainage accompanied by headaches.

ADDITIONAL HISTORY: She has stopped drinking soft drinks and her sugars have fallen approximately 50 points. She has had only one episode of brief hypoglycemia, which responded and improved without difficulty. Since then, blood sugars are down below 125 in the morning. The pain level is 3 in regard to muscle aches.

REVIEW OF SYSTEMS: Negative for chest pains or palpitations and she has no abdominal symptoms. There was no change in her bladder habits or symptoms as well.

PHYSICAL EXAMINATION: Shows a lady who appears acutely ill. Examination of the head and neck shows the ears to be normal. Fundi are normal. Pupils are PERLA. She has pharyngitis on examination without tonsillitis. She does have enlarged tender tonsillar nodes rather, but she has harsh mouth breath with occasional expiratory wheeze diffusely in lung fields. Cardiovascular exam normal first and second heart sounds and pulse regular rate, volume, and contour.

LABS & TESTS: Strep test was negative.

ASSESSMENT: Severe respiratory manifestation.

PLAN: Tamiflu 75 mg b.i.d. for five days and for sinusitis she was given Z-PAK.
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