CLINIC VISIT NOTE

PARKER, KOLTON
DOB: 05/07/2010
DOV: 02/14/2022

The patient is seen today with complaints of cough, congestion, and hurting when he swallows for the past few days.
PRESENT ILLNESS: Per me, cough and congestion for the past three days with headache today.

PAST MEDICAL HISTORY: Tonsils negative. According to mother, had COVID in November last year with minimal symptoms. He has a verrucous type growth left second adjacent fingernail. It has been there for sometime without treatment.
PAST SURGICAL HISTORY: Tonsillectomy and right ear tubes.

CURRENT MEDICATIONS: Only medications are for cough.

ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Normal. Head, eyes, ears, nose and throat: Slight inflammation of pharynx, otherwise unremarkable. Neck: Without adenopathy or tenderness. Lungs: Clear to auscultation and percussion except for a few rhonchi, minimal. Cardiovascular: Heart regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative tenderness or painful range of motion. Skin: No rash or lesions. Neurological: Noncontributory.

LABS & X-RAYS: Not obtained.

IMPRESSION: Viral upper respiratory infection without evidence of COVID or strep.

PLAN: The patient is given a Z-PAK to take with followup as needed.

John Halberdier, M.D.

