CASTOR, JESUS
DOB: 12/26/2020
DOV: 11/15/2025
HISTORY: This is a 4-year-old child accompanied by mother here with cough. Mother said this has been going on for approximately four days it has gotten worse today. She said she has been given over-the-counter medication with no improvement. She said she brought him in today because of increase temperature. Says temperature is running about 100 she gave Tylenol, which helped. She says child has decrease appetite and decreased activities.
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 SYSTEM: All systems were reviewed and reveal non-productive cough.
Runny nose green discharge from his nose.
Mother reports increased temperature.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented. The patient is not very cooperative. He will not stay still for vital signs to be taken. He fights his mother and fights with the nurse.
VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 149/83.

Pulse is 108.

Respirations are 18.

Temperature is 98.0. The patient has dry mucus membranes.
NOSE: Congested with green discharge erythematous and edematous turbinates.

THROAT: No trismus. No edema. No erythema. No exudates. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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ABDOMEN: Soft, nontender, and non-distended. Normal bowel sounds.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: The patient bear weights well with no antalgic gait.
NEURO: Alert and oriented, in mild distress. The patient cries and is fussy and does not want stay still and he wants to wrestle or fight with everyone.
ASSESSMENT:
1. Cough.
2. Bronchitis.
3. Rhinitis.
4. Fever.
PLAN: Following tests were done: Strep, flu and COVID these tests were all normal.
The patient was sent home with the following medication:

1. Albuterol 2.5/3 mL with home nebulizer t.i.d. p.r.n. for cough/wheezing (mother indicated she has a machine and tubing and mask at home).
2. Zithromax 200/5 mL one teaspoon p.o. now then in 24 hours one teaspoon p.o. daily until gone #30 mL.
3. Bromfed 2/10/30 5 mL. Mother was advised to give 1 teaspoon b.i.d. for 10 days.
Mother was advised to increase fluids. She was highly recommended Pedialyte water or may be Gatorade. Advised to come back to the clinic if child does not get better within two days. She is strongly encouraged to give child medication that is why I have prescribed to her and to come back to the clinic if worse.
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