CLINIC VISIT NOTE

MEJIA, ALISON

DOB: 08/31/2017

DOV: 09/12/2022

The patient presents with history of cough for 15 days per mother with runny nose. She states she vomited this morning and does not eat good.

PRESENT ILLNESS: History of congestion, cough for two weeks with vomiting x2 today.

PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known allergies.

CURRENT MEDICATIONS: Only Tylenol.

IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory. Past medical history noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: TMs clear. Pupils are equal, round, reactive to light and accommodation. Extraocular muscles intact. Funduscopic benign. Slight erythema of the pharynx. Neck: Supple without adenopathy or masses. Lungs: Scattered rhonchi. Heart: Regular rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurologic: Within normal limits.

The patient had strep test in office, which was negative.

IMPRESSION: Recurrent bronchitis with influenza suspect with upper respiratory infection.

PLAN: The patient is given prescription for Zithromax and to follow up as needed and to follow up with PCP as needed.

John Halberdier, M.D.

