CLINIC VISIT NOTE

ORELLANADELEON, MATTHEW
DOB: 05/26/2011
DOV: 01/31/2022

The patient presents with history of congestion and mild cough present for the past three days, requesting COVID and flu test. Only medications were allergy medications.
PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: Negative.

CURRENT MEDICATIONS: None.
IMMUNIZATIONS: Up-to-date.

PHYSICAL EXAMINATION: General Appearance: No acute distress, alert. EENT: Findings of rhinorrhea with otherwise no abnormalities. Pupils are equal, round, and react to light and accommodation. Ears are within normal limits. Pharynx negative for inflammation. Airway within normal limits. Neck: Normal inspection, supple. Respiratory: No respiratory distress. Breath sounds normal. Abdominal exam nontender. No organomegaly or distention. CVS: Regular rhythm with heart sounds. Skin: Negative for rash. Extremities: Nontender with full range of motion. No pedal edema. Neuropsych: Oriented x 4. Cranial nerves II through X normal. Motor and sensory sensation intact. Mood normal. Remainder of physical exam is negative.
IMPRESSION: Upper respiratory infection with pharyngitis.
PLAN: The patient was given prescription of azithromycin 200 mg per teaspoon to take two teaspoons p.o., then one teaspoon p.o. daily, total of five days. Also, given Debrox to put five drops in his ears twice a day for five days because of finding cerumen in the external auditory canal.
FINAL DIAGNOSIS: As above.
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