CLINIC VISIT NOTE

LEE, KALEB
DOB: 06/22/2012
DOV: 03/14/2025
The patient is seen with history of cough and congestion, described as slight in the past seven days, now worse in the past two days.
PAST MEDICAL HISTORY: History of dysphasia with treatment by PCP, had tonsillectomy and adenoidectomy two years ago with history of asthma before, states he gets chronic throat infections and has also history of asthma in younger life; mother states that it ended about 4 years old, but still uses inhaler occasionally, but without respiratory distress. He has history of autism.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Few scattered rhonchi with rales heard above in the right upper lobe. 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: Autism, with hyperactive attention deficit disorder, also with history of mild asthma with reactive airway disease, presently with upper respiratory infection, with pharyngitis, with strep on culture.

PLAN: Treat it with amoxicillin for 10 days. To use handheld nebulizer at home which he has at present. Follow up with PCP and pediatrician and here as needed.
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