CLINIC VISIT NOTE

ELLINGTON, BLAKE
DOB: 04/06/2003
DOV: 11/20/2025
The patient presented with history of cough and congestion for two days.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: 2+ erythema of the pharynx. Neck: Supple without adenopathy. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

The patient had strep testing which was negative.

FINAL DIAGNOSES: Upper respiratory infection with non-strep pharyngitis.
PLAN: Advised to increase vitamin C, observe and follow up if necessary with PCP or here.
John Halberdier, M.D.

