FARRIS, JOHN
DOB: 03/04/2014
DOV: 02/03/2025
HISTORY OF PRESENT ILLNESS: The patient complains of unknown T-max, cough and runny nose with sore throat for the last two to three days. No shortness of breath. No difficulty swallowing noted.

PAST MEDICAL HISTORY: Asthma.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Eyes: Pupils are equal, round, and reactive to light. Ears: Bilateral cannular erythema. No tympanic membrane bulging. Nose: Clear rhinorrhea. Throat: Mild edema and tonsillar exudate noted. Airway is patent.

NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

LABS: In the office, testing for strep was positive.
ASSESSMENT: Upper respiratory infection, strep pharyngitis, cough, and postnasal drip.
PLAN: We will provide amoxicillin for treatment. Advised the patient to follow up as needed. Discharged in stable condition.
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