CLINIC VISIT NOTE

HOLSTON, PAISLEY
DOB: 03/29/2016
DOV: 04/09/2022

The patient is seen with slight congestion, with mother seen today with strep pharyngitis, to be checked.
PRESENT ILLNESS: The patient is being seen with minimal congestion and cough; mother with strep.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

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

SOCIAL HISTORY: Negative. 
FAMILY HISTORY: Mother with strep.
REVIEW OF SYSTEMS: Noncontributory. Past History: History of increased tonsils without frequent infections.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: TMs are clear. Pupils are equal, round and reactive to light and accommodation. Funduscopic benign. Increased tonsils size with slight inflammation. Neck: Without adenopathy or tenderness. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative for restricted range of motion or tenderness. Skin: Without rashes or lesions. Neurological: No motor or sensory deficits noted. Cranial nerves II through X intact. Neuro at baseline.

Laboratory including strep was positive.

DIAGNOSIS: Strep pharyngitis with mild upper respiratory infection.
PLAN: The patient was given a prescription for Amoxil to take for 10 days and to follow up as needed here and see pediatrician as needed.
John Halberdier, M.D.

