CLINIC VISIT NOTE

TALAMANTES, ROMAN
DOB: 09/25/2015
DOV: 10/06/2022

The patient is seen in the office with history of cough for the past several days, getting worse according to mother, with gagging and emesis with cough and slightly decreased appetite, without fever or respiratory distress.

PAST MEDICAL HISTORY: History of autism; getting speech therapy at school and occasional therapy at Texas Children’s Hospital.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Otherwise noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Slight erythema of the pharynx. Neck: Supple without masses or adenopathy. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: No CVA tenderness. Extremities: Negative for edema or discoloration. Skin: Without rashes. Neurological: Evident autism with interaction with mother.

The patient had strep test which was negative.

IMPRESSION: Upper respiratory infection with pharyngitis, autism by history, and emesis secondary to cough.
PLAN: The patient is given prescription of chewable amoxicillin on mother’s request. She states that the patient does not tolerate liquid cough medicines or antibiotics. The patient’s mother is advised to follow up with pediatrician, Texas Children’s Hospital as needed.
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