CLINIC VISIT NOTE

HOPKINS, KENSTYNN
DOB: 12/29/2016
DOV: 10/03/2023
The patient presents with history of fever, cough, congestion and sore throat for the past three days up to 101.7 temperature and headache with clearing with medication.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: She states that she had a fall off her bed hitting a metal container three days ago without apparent significant injury except crying for 5-10 minutes afterwards without any evidence of other more serious injury with onset of present illness following day with associated headache, but seems to be distinct from the minor headache that she complained the day before according to parents. 
PHYSICAL EXAMINATION: General Appearance: Within normal limits. Vital Signs: Afebrile. Head, eyes, ears, nose and throat: Pharynx slightly inflamed and enlarged. Neck: Supple without adenopathy. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: No CVA tenderness. Extremities: Within normal limits. Neurological: Within normal limits. Skin: Soft tissue swelling above and slightly posterior to right ear measuring 1.5 cm with 1-2+ tenderness without evidence of fluctuance or bony defect.

Strep screen obtained was positive.

FINAL DIAGNOSES: Upper respiratory infection with strep pharyngitis, history of minor head injury with soft tissue swelling of scalp without evidence of intracranial injury.

PLAN: The patient is given prescription for amoxicillin to take for 10 days. Advised to go to the ER if headache continues or worsens. Follow up with pediatrician as needed. Head injury and temperature precautions given.
John Halberdier, M.D.

