CLINIC VISIT NOTE

BILLAVERDER, ANIFER

DOB: 03/26/2020

DOV: 04/26/2022

The patient is seen in office today with complaints of congestion and cough with decreased appetite. It has been now for the past five days.

PRESENT ILLNESS: Presents as above with cough and congestion for five days with decreased intake of foods. Taking milk.
PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: Negative.

ALLERGIES: No known allergies.

CURRENT MEDICATIONS: None.

IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Essentially negative. Past medical history of occasional respiratory infection.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: TMs clear. Pupils are reactive to light and accommodation. Funduscopic, could not visualize. Erythema of pharynx without exudates. Neck: Supple without masses. Thyroid not enlarged. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative for tenderness or restricted range of motion. Skin: Negative for discoloration or rash. Neurological: Within normal limits.

Strep screen was obtained in office, which was positive for strep.

DIAGNOSES: Upper respiratory infection with strep pharyngitis.

PLAN: The patient was given prescription for amoxicillin to take for 10 days with strep precautions and to follow up as needed.

John Halberdier, M.D.

