CLINIC VISIT NOTE

SEARLES, CHRISTOPHER
DOB: 11/08/2020
DOV: 03/09/2023
The patient was brought in with history of congestion and fever for two days with temperature of 101.3 in the office, questionable pulling on his ears noted by grandmother who cares for the child while the mother is working.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Temperature 101.3 as above. Head, eyes, ears, nose and throat: TMs are clear without inflammation or bulging. Pharynx with slight erythema. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.
Strep test was obtained which was negative.
IMPRESSION: Viral upper respiratory infection with viral pharyngitis.

PLAN: Elected not to give the patient antibiotic, but to observe. Advised to follow up as needed.

FINAL DIAGNOSIS: Viral upper respiratory infection with viral pharyngitis.
John Halberdier, M.D.

