CLINIC VISIT NOTE

ANDERS, COOPER
DOB: 04/17/2021
DOV: 09/13/2022

The patient presents with history of cough, congestion, fever, and decreased appetite for the past several days with negative home COVID test.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Otherwise negative. Past medical history uneventful.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Nasal and oral mucosa negative for inflammation or exudates. Tympanic membranes are clear. 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.
The patient had flu and strep tests which were negative.
FINAL DIAGNOSIS: Upper respiratory infection with pharyngitis.

PLAN: The patient is given prescription for amoxicillin 125 mg per teaspoon to take one teaspoon p.o. b.i.d. for 10 days. Follow up as needed.
John Halberdier, M.D.

