CLINIC VISIT NOTE

SIMMONS, TESSA
DOB: 03/26/2015
DOV: 01/31/2025
The patient presents with history of cough for two weeks with flu and headache today frontal.
PAST MEDICAL HISTORY: Asthma, using albuterol with nebulizer p.r.n. with inhaler. She states that she had pneumonia four to six times in the past five years.
SOCIAL HISTORY: Mother was a nurse assistant, now is paralegal; was working at Texas Children’s Hospital Pulmonary before.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion except for a few rhonchi. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neurological: Within normal limits. Skin: Within normal limits.

IMPRESSION: Bronchitis with influenza.

PLAN: Follow up with Pulmonary, Texas Children’s Hospital. Given prescription for Z-PAK.
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