CLINIC VISIT NOTE

SAPP, MAMIE
DOB: 

DOV: 03/10/2022

The patient presents with history of cough, fever, with history of being exposed to flu and sick for the past five days.
PRESENT ILLNESS: Fever for the past five days with history of cough off and on past week. Temperature of 101 reported this morning. Mother states the patient has been exposed to flu last weekend. The patient also complains of right frontal headache x 2 days.

PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

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

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Otherwise noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits.  Head, eyes, ears, nose and throat: Without inflammation or exudates. Neck: Supple without adenopathy or masses. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Bowel sounds normoactive. Extremities: Negative for cyanosis or discoloration or restricted range of motions. Skin: Without rashes or discoloration. Neurological: No motor or sensory deficits noted. Cranial nerves II through X intact. Neuro at baseline without abnormalities.

The patient had flu screen and chest x-ray because of reported increased temperature. Chest x-ray was read as negative. Flu test negative for type A and B.
DIAGNOSES: The patient was diagnosed with upper respiratory infection with slight croup per mother with slightly croupy cough noted in the past few nights.
PLAN: The patient was given prescription for Zithromax. Advised to use cool mist and warm mist vaporizer at home. Given warnings for stridor and respiratory distress without any evident symptoms at present. Follow up as needed.
John Halberdier, M.D.

