CLINIC VISIT NOTE

ROBINSON, SIDNEY
DOB: 07/03/1997
DOV: 12/23/2023
The patient presents with cough, fever, and flu-like symptoms for four days with temperature of 103.7 reported this morning. Describes also pressure upper chest with coughing, with bitemporal headache, also states has had cough for two weeks, worse the past four days.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory. The patient works as a project manager and IT person for Southeast Clinic, working on master’s degree.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: The patient has been using albuterol and handheld nebulizer and also prescription cough medicine without benefit.
PHYSICAL EXAMINATION: General Appearance: The patient appears lethargic. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Rhonchi with faint rales noted. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits.
Because of clinical picture, chest x-ray was obtained which showed bilateral perihilar infiltrates compatible with diagnosis of bronchial pneumonia.

FINAL DIAGNOSIS: Bronchial pneumonia.

PLAN: The patient was given prescription for nebulizer with albuterol. Given Rocephin injection and dexamethasone 10 mg. Given prescriptions for Promethazine with Codeine as well as Levaquin and albuterol, to use the nebulizer as above. Follow up with PCP in Southeast Clinic where the patient worked with Dr. Solomon.
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