CLINIC VISIT NOTE

TREVINO, JACQUELINE
DOB: 03/11/2009
DOV: 09/12/2023
The patient is here for followup, seen here last week, given prednisone orally with Keflex for bronchitis that she has had for several days. She returns today, still with cough, not any better according to mother with medications not helping.

PAST MEDICAL HISTORY: No history of asthma.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Denies short of breath. No activity at present or PE at school.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: O2 saturation 96%. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Scattered rhonchi. No definite wheezing or rales audible. Heart: Regular rate and rhythm without murmurs or gallops. Extremities: Within normal limits. Neurological: Within normal limits. Skin: Within normal limits.
Chest x-ray obtained which showed faint infiltrate right lower lobe without consolidation or confluence.
PLAN: The patient was given nebulizer treatment with albuterol with limited benefit. Because of persistence of cough with evidence of pneumonitis on chest x-ray, the patient was given injections of Rocephin 500 mg and dexamethasone 4 mg with prescription for Zithromax, Medrol, prednisolone and also to use sister’s home nebulizer at home with albuterol with instructions to follow up in three to four days if not clearing or improving and to see pediatrician as needed if not clearing.
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