BROUSSARD, HAYDEN
DOB: 11/17/2008
DOV: 10/03/2022
HISTORY: This is a 13-year-old child accompanied by father here for school physical and cough. Father states that the child was here recently and was diagnosed with bronchitis. He states he was not tested here, but when he tested as a child at home for COVID, it was positive. This was on 08/23/2022. He states he was treated with Zithromax and Bromfed. He states he has done better, but cough continues to linger. The child states he also occasionally has some body aches and chills.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient reports myalgia. He reports increased temperature. Father states he took some medication for his fever and it went down.
Denies nausea, vomiting, or diarrhea. He states his appetite is normal. He is eating and drinking well.
PHYSICAL EXAMINATION:
GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure 110/71.

Pulse 88.

Respirations 18.

Temperature 98.5.
HEENT: Throat is erythematous and edematous tonsils and pharynx. Uvula is midline and mobile. Uvula has no erythema or edema.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. There is some mild wheezing heard diffusely with expiration. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to mild obesity. No guarding. No rebound. No tenderness to palpation. Normal bowel sounds.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. He bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Reactive airway disease.

2. Cough.

3. Myalgia.

4. Long COVID.

5. School physical.
PLAN: The following tests were done in the clinic. The all tests were negative that is Strep, flu A, flu B, and COVID, these were all normal.

The patient was given nebulizer treatment consists of Atrovent and albuterol x1. The patient states he feels a little better after the medication. He was sent home with the following:

1. Albuterol metered dose inhaler two puffs t.i.d. p.r.n. for wheezing.

2. Clarithromycin. The patient took Zithromax in the last visit and said that did not really help much. I am selecting clarithromycin because it addresses atypical infections of the lung, 250 mg one p.o. b.i.d. for seven days.

3. Prednisone 10 mg day #1 five p.o., day #2 four p.o., day #3 three p.o., day #4 two p.o., day #5 one p.o.
The patient was cleared for athletic track. He was given a school note to return tomorrow.
He was given the opportunity to ask question and he states he has none.
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