SHENKIR, JOHN
DOB: 04/23/2013
DOV: 01/04/2021
HISTORY OF PRESENT ILLNESS: This is a 7-year-old young man. Mother brings him in. He has been running low-grade fever and has cough. No other issues verbalized. The patient tells me he is feeling well.

His sister has same symptoms and slightly worse.
PAST MEDICAL HISTORY: Asthma.

PAST SURGICAL HISTORY: Negative.

CURRENT MEDICATIONS: Albuterol.

ALLERGIES: None.

SOCIAL HISTORY: Negative for secondhand smoke. He lives with mother, father and sibling.

REVIEW OF SYSTEMS: Review of systems has been done and largely negative except for the cough. He carries on his normal bowel and bladder function as usual. No abdominal pains.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed.
HEENT: Eyes: Pupils are equal, round and react to light. Ears: No tympanic membrane erythema. Canals are clear bilaterally.

NECK: Soft. No thyromegaly. No lymphadenopathy.
LUNGS: Clear to auscultation.

HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmurs.
ABDOMEN: Soft and nontender.

Remainder of exam is unremarkable.

ASSESSMENT/PLAN:
1. Cough. Bromfed DM 5 mL four times daily p.r.n. cough, quantity of 180 mL.

2. Largely benign exam today.

Mother will monitor symptoms, make sure he does not get any worse; if so, she will return to clinic with him. The patient will be given just a cough medicine for symptomatic control. Return to clinic if needed.

Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

