CLINIC VISIT NOTE

ALANICE, KATE
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DOV: 06/22/2022

The patient comes to the office with history of fever, cough, non-energetic, runny nose, and congested for the past two days.
PRESENT ILLNESS: The patient with history of fever, cough, and congestion with increased bowel movement for the past two days without diarrhea.
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: Noncontributory. Past History: History of otitis media, history of respiratory syncytial virus last year.
PHYSICAL EXAMINATION: General Appearance: No distress. Vital Signs: Temperature 101.7. Head, eyes, ears, nose and throat: Slight erythema of the pharynx. Neck: Supple without masses. Lungs: Scattered expiratory wheezes and rhonchi. No respiratory distress. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative for tenderness or restricted range of motion. Skin: Without rashes or lesions. Neurological: Within normal limits.

Strep screen obtained which was negative.
CLINICAL IMPRESSION: Upper respiratory infection with slight pharyngitis and history of reactive airway disease with wheezing present without respiratory distress.
PLAN: The patient’s mother advised to use home nebulizer with albuterol as she used before. Also, given prescription for Zithromax and respiratory precautions, to follow up in two to three days if necessary or to see pediatrician.
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