GRANGUE, BLENG
DOB: 03/04/2011
DOV: 04/18/2022
HISTORY: This is an 11-year-old child accompanied by father here with throat pain, pain and pressure in the sinuses and cough. Father states that this has been going on for approximately four days and has gotten worse today. He stated the child stated pain in his throat is worse when he swallows.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: Reports cough, which he describes as dry.
He reports pressure behind his eyes and in his frontal sinus region.

He reports runny nose. He states discharge is green.

Denies stiff neck. Denies myalgia.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert, oriented, in mild distress.

VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 112/69.

Pulse 85.

Respirations 18.

Temperature 98.1.

HEENT: Throat: Erythematous tonsils. Uvula is midline and mobile with no erythema. Edematous pharynx. No exudates.
NECK: Full range of motion. No rigidity. No meningeal signs. There is tenderness in the anterior cervical triangle and top of the nodes.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No paradoxical motion.
CARDIAC: Regular rate and rhythm with grade 2-3 systolic murmur (the patient has a history of tetralogy of Fallot) No peripheral edema or cyanosis.
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ABDOMEN: Soft and nontender. Nondistended. No guarding. No organomegaly. No peritoneal signs. He has normal bowel sounds.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

ASSESSMENT/PLAN:
1. Acute sinusitis.

2. Acute pharyngitis.

3. Bronchitis.

In the clinic today, the patient received the following: Injection of dexamethasone 5 mg IM. He was observed in the clinic for approximately 15 to 20 minutes and, on reevaluation, he reports no problems with the medication.

Strep and flu were tested in the clinic. Both strep and flu were negative.
A chest x-ray was done. This is done because the patient has history of tetralogy of Fallot and is at high risk for pulmonary pathology. X-ray was interpreted by the radiologist with the following: No evidence of pneumonia. Lungs are clear. There are nonspecific, abnormal bones at levels AP window, superior mediastinum, correlate with surgical history (the patient has a history of tetralogy of Fallot and had this lesion repaired. This may be the lesion that has been seen on chest x-ray.
The patient was sent home with the following:

1. XYZ mouthwash 60 mL. He will gargle 2 teaspoons daily for six days.

2. Amoxicillin 250 mg one p.o. t.i.d. for 10 days #30.
The patient has tetralogy of Fallot and I will go head and treat with amoxicillin as his strep test may be negative today, but positive tomorrow with his risk factors. Strep could have serious impact on his cardiac health. The patient was advised to increase fluids, to come back to the clinic if worse or go to the nearest emergency room if we are closed.
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