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	On November 24, 2010 a 54 year old Caucasian divorced female entered Provena United Samaritans Medical Center for emergency room visit.  Patient has a main complaint of “continuous cough and all over pain”.  Patients vitals upon arrival are temperature of 99.1, 83, 22, 132/89 pain level of 5 and with a height of 5’ 6’’ and weight of 135 pounds.
	Patient skin feels pink and dry with good skin turgor feels warm due to temperature of 99.1. Nail beds are pink, with no clubbing, firm, and good capillary refill. Head is normocephalic, no swelling or tenderness noted to scalp or temporal area. Patients face has no involuntary movement symmetrical without any weakness or drooping noted with smile. Eyes are equal and reactive to light sclera white, no lesion or redness. Patients wear glasses at all times and has acuity done with Snellen chart of OD 20/20, O.S. 20/20.  Ears have no discharge or tenderness with palpation canals clear and tympanic membrane pearly and gray bilaterally. Whisper test heard bilaterally. Nose has no tenderness or deformity noted upon palpation with clear and green mucus noted in nares and clear drainage coming from nares also. Moist oral membranes gingivae pink with no bleeding silver capping noted to bilateral posterior molars. Patient has gag reflex with tonsil +1.
	Patient neck has full ROM no masses noted and denies tenderness upon palpation with thyroid palpable and trachea midline. Patient has no jugular vein distention and has no bruits noted with auscultation of carotid arteries. Normal spinal profile, no scoliosis, c/o mid to lower back pain due to cough but has no pain with palpation. Patient has good rise and fall of chest with respiration. Patient has a productive cough with yellow sputum along with rhonci noted inspiratory and expiratory with respiration to right lower lobe.  No tenderness or discharge noted to breast.  Heart sounds are strong and regular, no abnormal pulsation, heave, or murmurs noted with auscultation normal sinus rhythm noted on the cardiac monitor along with no ectopy or ST elevation noted.
	Abdomen is soft and non-tender with active bowel sounds noted to all four quadrants .The abdomen has no organomegaly or masses noted and patient states small formed bowel movement in the morning. Patient has varicose veins noted to lateral lower calves bilaterally good ROM to all four extremities along with palpable pulses to radial and pedal. Patient is alert and oriented to person, place, and time equal bilateral grips. Patient appearance, behavior, and speech appropriate along with cranial nerves II through XII intact. Patient has no lesion or discharge to external genitalia.
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