REYES, MARK
DOB: 06/03/2013
DOV: 10/20/2022
HISTORY OF PRESENT ILLNESS: This is a 9-year-old young man. Mother brings him in due to having sore throat, headache and fever at home although he has not been febrile today. He does have cough. He has been having these symptoms for several days now. He went to school today. He is here after school for evaluation.

No other issues brought forth. There is no chest pain or shortness of breath. No activity intolerance. He has normal defecation and normal urination.

PAST MEDICAL HISTORY: Asthma.
PAST SURGICAL HISTORY: Negative.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Lives with mother and father. No association of secondhand smoke.
REVIEW OF SYSTEMS: Other review of systems all negative as well.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented. He works well with me through the exam today.

VITAL SIGNS: Blood pressure 108/57. Pulse 105. Respirations 16. Temperature 98.9. Oxygenation 99% on room air. Current weight 88 pounds.

HEENT: Eyes: Pupils are equal, round and react to light. Ears: Some very mild tympanic membrane erythema more so on the right side. Oropharyngeal area erythema noticed. Strawberry tongue noted. Oral mucosa moist.

NECK: Soft. No thyromegaly. No masses. No lymphadenopathy.
LUNGS: Clear to auscultation.

HEART: Slightly tachycardic at 105. Positive S1 and positive S2. There is no murmur.
ABDOMEN: Soft and nontender.

Remainder of this examination is unremarkable.

LABORATORY DATA: We did a lab test today for streptococcal sore throat. It did come back positive.

ASSESSMENT/PLAN:
1. Streptococcal sore throat. The patient will be given amoxicillin 400 mg/5 mL, 10 mL b.i.d., 200 mL.

2. Cough. Bromfed DM 5 mL four times daily p.r.n. cough, 120 mL.

The patient is to get plenty of fluids, plenty of rest, monitor symptoms and return to clinic if needed.
Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

