ANDRADE, JOCELYN
DOB: 06/07/2013
DOV: 08/04/2025

HISTORY: This is a 12-year-old child accompanied by mother here with multiple complaints. Complaints as follows:
1. Throat pain.

2. Loss of appetite.

3. Chest pressure.

4. Fatigue.

5. Sore throat.

6. Cough.

The patient was seen recently in the emergency room diagnosed with pharyngitis was given Zithromax and also Cortisporin for otitis externa. Mother states child is not getting better. She states child has not been eating or drinking. She states child has no appetite. Child received food and immediately get filled. She is not drinking water. Whenever she drinks water she becomes nauseated and attempt to vomit.
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: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

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

O2 saturation 99% at room air.

Blood pressure 112/67.
Pulse 104.
Respirations 18.

Temperature 98.7.

THROAT: Throat erythematous and edematous uvula pharynx and tonsils. Uvula is midline and mobile. No exudates present.
NECK: Full range of motion. No rigidity. No meningeal signs.

She has bilateral lymphadenopathy. She has bilateral tenderness to palpation of anterior cervical lymph nodes.

EAR: Normal.
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RESPIRATORY: Good inspiratory and expiratory effort. She has very mild and crackles on the right. Lung field this is in inspiration and expiration.
CARDIAC: Regular rat and rhythm with no murmur. She is tachycardic.
ABDOMEN: Soft. No tenderness to palpation. No rebound. No guarding. Normal bowel sounds. No rigidity. No peritoneal signs.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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: She is alert and oriented.
Mood and affect are normal.

Sensory and motor functions are normal.

ASSESSMENT:

1. Fatigue.
2. Decreased appetite.

3. Cough.

4. Reactive airway disease/bronchitis.
5. Pharyngitis.

6. Dehydration.

PLAN: The following tests were done in the clinic CBC, CMP, and TSH.
Urinalysis was done. Urinalysis was done and tested in the clinic leukocytes and nitrites were negative. Blood was negative. Glucose negative. Bilirubin negative. Ketones negative.
Chest x-ray was done in the clinic. Chest x-ray revealed increased lung marking. No effusion or filtrates. Normal cardiac silhouette and costophrenic angles are sharp.
A strep test and COVID test was also done. These two tests were negative.

The patient was given the following, IV fluids, normal saline 1 liter bolus. After receive an IV fluids the patient urinated again. She was reevaluated. She reports “feeling much better”.
The patient was sent home with the following medications. Prelone 15 mg/5 mL, she will take one teaspoon p.o. q.a.m. for five days #25 mL. Mother was strongly encouraged to continue Zithromax and Cortisporin ear drops she received from the emergency room. She was given the opportunity to ask questions she states she has none.
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