BELL, LYRIC
DOB: 01/22/2012
DOV: 11/05/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today complaining of cough, low-grade fever and runny nose and has been taking Tylenol.
PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Eyes: Pupils are equal, round, and reactive to light. Ears: Bilateral cannular erythema. No tympanic membrane bulging noted. Nose: Clear rhinorrhea. Throat: Mild pharyngeal erythema. No tonsillar edema or exudate.

LABS: Testing in the office, flu, strep, and COVID, all three negative.
ASSESSMENT: Viral upper respiratory infection, cough and postnasal drip.

PLAN: We will do 10 mg dexamethasone injection in the clinic as well as Medrol Dosepak and Bromfed for symptom management. The patient is discharged in stable condition. Advised to follow up as needed.
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