TULLOS, DAVID
DOB: 03/18/2020
DOV: 08/18/2025
HISTORY OF PRESENT ILLNESS: The patient presents with cough and fever without treatment at this time at home in the last two days. Mother stated he just started school and wanted to be evaluated and that he missed school also today.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: AUGMENTIN.
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: Within normal limits.
NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.

CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rash or lesions.

LABS: Testing in office, flu and COVID, both are negative.
ASSESSMENT: Upper respiratory infection, cough, and postnasal drip.
PLAN: I will treat with antibiotics and Ala-Hist for symptoms. Discharged in stable condition. Advised to follow up as needed.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP
