VAZQUEZ, ARIANNA
DOB: 03/03/2007
DOV: 03/08/2025
HISTORY: This is an 18-year-old child accompanied by father here with cough, chills, and body aches. The patient stated everything started with the cough approximately two weeks ago, has been using over-the-counter medication without improvement. She states three days ago she started having chills, body aches and cough has turned productive of yellow sputum. She reports fatigue, reports throat pain.
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: The patient reports no vomiting or diarrhea. Other review of systems as outlined above.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 104/72.

Pulse 84.

Respirations 18.

Temperature 98.0.

THROAT: Erythematous and edematous tonsils and pharynx. Uvula is midline and mobile. No exudate present.

NOSE: Congested with green discharge. Erythematous and edematous turbinates.
RESPIRATORY: Poor inspiratory and expiratory effort. She has diffuse inspiratory and expiratory wheezes. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis. ABDOMEN: Nondistended. No visible peristalsis. No guarding.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

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. Reactive airway disease.
2. Cough.

3. Bronchitis.

4. Chills.

5. Myalgia.

PLAN: The patient was treated with the following in the clinic today:

1. Nebulizer consisting of Atrovent and albuterol x 1.

2. Dexamethasone 5 mg IM.

3. Rocephin 500 mg IM.

She was observed in the clinic for approximately 20 minutes, then reevaluated after these medications were administered. She reports feeling better. She reports no side effects from the medications and states she is comfortable being discharged, father is also comfortable with my discharge plans. Strongly encouraged to come back to the clinic if she gets worse or go to the nearest emergency room if we are closed. The patient was sent home with the following medications:
1. Nebulizer machine with tubing and mask #1.

2. Albuterol 2.5 mg/3 mL 3 mL with home nebulizer t.i.d. p.r.n. for cough, wheezing, one box.

3. Zithromax 250 mg two p.o. now and one p.o. daily until gone #6.

4. Bromfed 2/10/30/5 mL one teaspoon b.i.d. for 10 days #100 mL, no refills.
Encouraged to increase fluids, to avoid sugary beverages. Father and the patient were given the opportunity to ask questions, they state they have none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

