HUNT, JARED
DOB: 10/03/1992
DOV: 04/07/2026
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today with his father’s caregiver and states that he has had runny nose and cough with history of allergies. No fever, body aches, or chills. Eating and acting appropriately. He has been taking Tylenol for the discomfort and had congestion for the last two days. No shortness of breath noted.
PAST MEDICAL HISTORY: Cerebral palsy and seizures.
PAST SURGICAL HISTORY: Multiple see chart.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of alcohol or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x3. No acute distress noted.
EENT: Eyes: Pupils 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 exudates. Airway is patent.
NECK: Supple.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.
SKIN: Without rash or lesions.
ASSESSMENT: Seasonal allergies, cough and postnasal drip.
PLAN: Advised the patient on self-care management of symptoms at home. We will also provide 10 mg dexamethasone injection for the inflammation in clinic as well as Bromfed for symptom management at home. The patient discharged in stable condition. Advised to follow up as needed.
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