POWERS, ARMANI
DOB: 05/05/2009
DOV: 09/21/2022
REASON FOR VISIT: The patient is a 13-year-old male who presents with mother who complains of cough, congestion, runny nose, and sore throat for about two days. Denies any acute distress.

ALLERGIES: The patient has no known drug allergies.

REVIEW OF SYSTEMS:
HEENT: ENT, the patient complains of nasal congestion and discharge. Denies any ear pain or any ear discharge. Complained of sore throat. Denies any painful swelling. Eyes, the patient denies any blurred vision or eye pain.

CARDIAC: The patient denies any chest pain or palpitations.

RESPIRATORY: The patient complained of cough. Denies any shortness of breath, also complain of chest congestion, and soreness.

GI: The patient denies any abdominal pain. No nausea, vomiting, or diarrhea.

MUSCULOSKELETAL: The patient denies any joint pain. No joint swelling.

SKIN: The patient denies any rash. No abrasion.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and oriented, with no acute distress.

VITAL SIGNS: Weight is 133 pounds. O2 saturation is 100% on room air. Blood pressure is 104/67. Pulse is 94. Respirations 18. Temperature 98.6.

HEENT: PERLA. EOMI. Tympanic membranes are pearly grey. No erythema. Nasal mucosa is slightly erythematous and moist. No active exudate noted. Pharyngeal erythema noted with slight few pustular lesions.
NECK: Supple. No stiffness and no adenopathy.

HEART: S1 and S2 audible with regular rate and rhythm. No murmur noted.

LUNGS: Few crackles auscultated over upper lung fields bilaterally. No orthopnea evident.

ABDOMEN: Soft. Bowel sounds x4 active. No tenderness and no palpable masses.

EXTREMITIES: The patient moves all extremities voluntarily with no joint stiffness.

SKIN: Warm and dry. No lesions, no abrasion, and no erythema.

NEUROLOGIC: The patient is alert and oriented x3. No deficit noted. Reflexes equal in all extremities.

The patient tested positive for strep screen.

ASSESSMENT:

1. Strep pharyngitis.

2. Allergic rhinitis.

3. Upper respiratory infection.

4. Viral syndrome.

Powers, Armani
Page 2
PLAN: The patient was given prescription for Bromfed DM 5 mL p.o. t.i.d. p.r.n. quantity 6 ounces, Amoxil 500 mg capsule one p.o. b.i.d. x10 days, loratadine 10 mg one p.o. q.d. quantity 30, increase oral fluids encouraged. The patient to return to clinic in three days for followup.
Rafael De La Flor-Weiss, M.D.

Elizabeth Babalola, FNP-BC

