MARTHA, PULIDO
DOB: 12/11/2013
DOV: 12/23/2023
HISTORY: This is a 10-year-old child accompanied by mother here with cough. Mother states that this has been going on for a little while, but it has gotten worse in the last three days. She states she brought the child in because of increased temperature and productive cough, states that cough is sometimes clear, but mostly yellow.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: She reports vomiting yesterday, but none today. There was no blood in her vomitus.

The patient reports runny nose, states that sometimes discharge from the nose is green with blood-tinged.

The patient reports headaches in the sinus region maxillary and frontal sinuses bilateral.

The patient reports fever and states that fever at home was about 100, mother states that she gave Tylenol and Motrin, which helped. The child reports dizziness also and states that comes and goes, but she has none at the moment.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese child.

VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure is 120/70.

Pulse is 106.
Respirations 18.
Temperature is 97.9.
FACE: No edema. No erythema.
HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates. Throat: Erythematous and edematous uvula, pharynx and tonsils. Uvula is midline and mobile. No exudate.

NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. Some cough with deep inspiration. No adventitious sounds.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. There is no edema in the lower extremity.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute bronchitis.

2. Acute pharyngitis.

3. Acute sinus headache.

4. Acute rhinitis.

5. Vomiting resolved.

PLAN: The following tests were done in the clinic. Strep, flu, COVID; these tests were all negative. The patient will be sent home with the following medications.

1. Zithromax 200 mg/5 mL two teaspoons today now and followed by one teaspoon daily until it is all gone.

2. Prelone 15 mg/5 mL 5 mL q.a.m. for 10 days. Strongly discouraged from taking medication at night because it can impact sleep.
She was given the opportunity to ask questions; mother states she has none, child states she has none. Strongly encouraged to drink fluids. Come back to the clinic if worse or go to the nearest emergency room if we are closed.
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