GALLOWAY, MORRIS
DOB: 11/28/2010
DOV: 02/21/2025
CHIEF COMPLAINT:

1. Cough.

2. Congestion.

3. Wheezing.

HISTORY OF PRESENT ILLNESS: A 14-year-old young man comes in with the above-mentioned symptoms and minimal fever for the past three to four days.
He has had lots of allergies which has now turning to what looks like a sinus infection with facial pain, some nausea, some postnasal drip, and some discolored sputum production.
No history of asthma except as a child.

PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: None.
MEDICATIONS: None.
CHILDHOOD IMMUNIZATIONS: None. The family does not believe in immunization.
SOCIAL HISTORY: No smoking. No drug use. No exposure to it.
PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake. He is in no distress.

VITAL SIGNS: He weighs 103 pounds. O2 sat 99%. Temperature 98.1. Respirations 20. Pulse 100. Blood pressure 126/68.

HEENT: TMs are red. Posterior pharynx is red and inflamed.
LUNGS: Rhonchi, rales and wheezes.

HEART: Positive S1 and positive S2.

ABDOMEN: Soft.

NEUROLOGICAL: Nonfocal. Some facial tenderness noted.
ASSESSMENT/PLAN:
1. Reactive airway disease.

2. Asthma.

3. Bronchitis.

4. Sinusitis.

5. AIRSUPRA x 1 inhaler two puffs four times a day.

6. If the AIRSUPRA is not approved, she also got a prescription for albuterol.

7. Medrol Dosepak.

8. Z-PAK.

9. Reevaluate in next week if it is not any better.

10. Findings discussed with mother before leaving the clinic.

Rafael De La Flor-Weiss, M.D.

