MARIN, ANTHONY

DOB: 11/20/2020

DOV: 09/04/2025

HISTORY: This is a 4-year-old child accompanied by parents with fever. Mother said this has been going on for approximately five days. She has been given over the counter medication with no improvement. She said she brought child in today because she is complaining of vomiting and right ear pain.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco or smoke exposure.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: Mother reports cough says cough is rattling/wheezing.

She reports vomiting. She says he vomited once a day. She was trying to give him some medicine when he vomited.

Mother report a runny nose and say he appear to be having some wheezing when he breaths.

She says child has loss of appetite but is tolerating fluids well.

Reports runny noses. Says discharge from his nose is clear sometimes green. She also reports throat pain.

PHYSICAL EXAMINATION:

GENERAL: Child is alert and oriented. He has moist mucous membranes and appears in mild distress.

VITAL SIGNS:

Respirations are 18.

Temperature is 100.1.

HEENT: Nose: Congested clear discharge. Erythematous and edematous turbinates.

RIGHT EAR: Effusion is present. Effusion appears purulent. TM is erythematous dull to light reflex. No tragal tug. No mastoid tenderness.

NECK: Full range of motion. No rigidity and no meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. The patient has diffuse expiratory and inspiratory wheezes. No use of accessory muscles. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. The patient is tachycardiac at 128.

ABDOMEN: Nondistended. No guarding. No visible peristalsis. Normal bowel sounds. No tenderness to palpation. No rebound. No guarding.

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

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Mood and affect are normal.

ASSESSMENT:
1. Right otitis media with effusion.
2. RSV bronchiolitis.
3. Nausea and vomiting.
4. Rhinitis.
5. Sore throat.
6. Fever.
PLAN: In the clinic today, the following test were done COVID, strep, flu, and RSV. RSV is positive. COVID, strep and flu are negative.

The patient was given a breathing treatment consists of albuterol and Atrovent x1.

He was given Zofran 4 mg sublingual.

He was given Tylenol 7 mL p.o. after the Zofran he tolerated the Tylenol well with no vomiting.

Both parents and I had a discussion about child’s condition and the need for him to be away from school until Monday as his condition is highly contagious said they understand. I encourage patient to increase fluid to come back to the clinic if worse or go to the nearest emergency room if we are closed. Mother and father were sent home with the following medication for the child nebulizer machine with mask and tubing, #1, albuterol 2.5/3 mL we gave 1.5 mL with home nebulizer three times a day p.r.n. for cough and wheezing, Singulair 4 mg chewable one daily for 30 days, #30, amoxicillin 250/5 mL 5 mL p.o. t.i.d. for 10 days, #150 mL. Parents were given the opportunity to ask questions and he states he has none. Child would not go to school until Monday.
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