CLINIC VISIT NOTE

THAMM, BRYCE
DOB: 12/31/2009
DOV: 08/26/2022

The patient is seen with complaints of cough, runny nose, sneezing, and low-grade fevers for the past four days.
PRESENT ILLNESS: Fever, cough, and congestion for the past four days.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
CURRENT MEDICATIONS: Has an albuterol inhaler to take p.r.n.

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

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Exertional asthma, using nebulizer as needed. Past history of asthma.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.

COVID test done in the office was negative.

FINAL DIAGNOSES: Upper respiratory infection and asthma.
PLAN: The patient is given exercise precautions and prescription for Cedac and refilled albuterol inhaler. Follow up as needed.
John Halberdier, M.D.

