MCBEE, AUBREY
DOB: 07/20/2007
DOV: 06/30/2025
HISTORY OF PRESENT ILLNESS: The patient has never had a tonsil stone before in her life, but she states she thinks she had one yesterday that she removed with a Q-tip and wanted to be evaluated to make sure there was not an infection. She has no fevers, body aches, or chills. She has been eating and playing appropriately per mother.

PAST MEDICAL HISTORY: _______ noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: Very pleasant and joyful, non-acute, alert, and oriented x 3 patient.
EENT: Within normal limits.

NECK: Supple with no lymphadenopathy. Airway is patent.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

ASSESSMENT: Tonsil stone.

PLAN: Due to the patient’s already removal of the tonsil stone, advised her on self-care for symptom management of possible sore throat, to utilize saltwater gargles and to follow up as needed. Discharged in stable condition.
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