HARRIS, TYLER
DOB: 04/01/2005
DOV: 05/19/2023
CHIEF COMPLAINT:

1. Cough.

2. Congestion.

3. Sore throat.

4. “I had allergies first and it turning to congestion and cough.”
5. Wheezing at night with history of asthma.

HISTORY OF PRESENT ILLNESS: The patient is an 18-year-old young man with no history of smoking. No history of drug use. He comes in with the above-mentioned symptoms for the past three days.
His problem started as allergic rhinitis. He has been on Claritin and Zyrtec which did not help, now with low-grade temperature, facial pain and symptoms of sinus infection, also having issues with reactive airway disease and cough especially at night. 

PAST MEDICAL HISTORY: ADHD.
PAST SURGICAL HISTORY: Eye surgery.
MEDICATIONS: None.
ALLERGIES: VYVANSE.
COVID IMMUNIZATIONS: None.
SOCIAL HISTORY: No smoking. No drug use.
REVIEW OF SYSTEMS: As above. Mother did a COVID test at home which was negative. Flu test and strep test were ordered.
PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake.

VITAL SIGNS: Weight 138 pounds. O2 sat 97%. Temperature 98.6. Respirations 16. Pulse 71. Blood pressure 116/60.

HEENT: TMs are red. Posterior pharynx is red and inflamed.
LUNGS: Few rhonchi.

HEART: Positive S1 and positive S2.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.
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ASSESSMENT/PLAN:
1. Sinusitis.

2. Pharyngitis.

3. Strep and flu pending.

4. Albuterol inhaler at nighttime.

5. COVID test negative at home.

6. Amoxil 500 mg t.i.d.

7. Above discussed with mother at length before leaving the office.

8. Come back for followup in three days if not improved.

Rafael De La Flor-Weiss, M.D.

