DOHERTY, LUCAS
DOB: 02/08/2005
DOV: 02/03/2022
HISTORY OF PRESENT ILLNESS: This 16-year-old male presents to the clinic with his grandmother. He states that he has been having runny nose, cough, headache, and sore throat for the past week and half. He has not taken any medication for symptom relief. He states that he possibly has had a COVID exposure because multiple friends at school did get diagnosed. The patient does deny any fever. However, he has not actually taken his temperature.
ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: Denies.

PAST MEDICAL HISTORY: Denies.
PAST SURGICAL HISTORY: Denies.

SOCIAL HISTORY: Denies drugs, ETOH, or smoke.
REVIEW OF SYSTEMS: See HPI.

PHYSICAL EXAMINATION:

GENERAL: He is alert, pleasant, cooperative, well-nourished, well-groomed.
VITAL SIGNS: Blood pressure 115/73, heart rate 76, respiratory rate 16, temperature 98.6, O2 sat 99% and he weighs 155 pounds.
HEENT: Mucous membranes are moist. Pupils PERL. He has mild erythema to the posterior pharynx. Bilateral tympanic membranes intact.
NECK: Negative JVD. Normal range of motion. No lymphadenopathy.
LUNGS: Respirations are even, unlabored. Clear to auscultation bilaterally.
HEART: S1 and S2.

ABDOMEN: Soft and nontender. Bowel sounds x 4.
EXTREMITIES: Normal range of motion. No edema.
NEURO: A&O x4. Gait steady.
SKIN: Warm and dry. No rash. No lesions.
ASSESSMENT/PLAN: Upper respiratory infection. The patient did have a flu, strep and COVID swabs in the office, all of which were negative. I did discuss with him treating his symptoms with over-the-counter cough medication which he states he already has and to check his temperature if he begins to have body aches or chills. The patient will be given a note to return to school tomorrow; if he has any worsening, he will return to the clinic for further evaluation and possible further testing. He does agree with this plan of care and he was given an opportunity to ask questions, he has none at this time.
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