HIXON, MATTHEW
DOB: 10/10/2015
DOV: 10/22/2022
HISTORY: This is a 10-year-old child accompanied by mother here with throat pain and fever. Mother states this has been going on for about seven days or so, but she was waiting to see if he can go 24 hours no fever, but this did not happen. States child is now complained of increased pain in his throat, which is worse when he swallows and nasal discharge.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: Two years ago he had retinal surgery.
MEDICATIONS: Over-the-counter Mucinex.
ALLERGIES: None.
SOCIAL HISTORY: Denies secondhand smoke exposure.
FAMILY HISTORY: Hypertension, diabetes and asthma.
REVIEW OF SYSTEMS: Mother reports fever. She reports runny nose states child has green discharge from his nose. Reports loss of appetite and fatigue. Mother endorses exposure to other kids in the school with similar symptoms.

PHYSICAL EXAMINATION:
GENERAL: Child is alert and oriented.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 105/70.
Pulse 87.

Respirations 18.

Temperature 98.3 (mother states she given Tylenol and Motrin for his fever and this brought it down, but states he does not stayed on for too long).
HEENT: Face, no erythema and no edema. Nose: Congested with green discharge. Erythematous and edematous turbinates. Throat: Erythematous and edematous tonsils and pharynx and uvula. Uvula is midline and mobile. No exudates present.

NECK: Full range of motion. No rigidity. No meningeal signs. Palpable and tender anterior lymph nodes bilaterally.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion 

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. No visible peristalsis.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Fever.

2. Rhinitis.

3. Pharyngitis.
4. Fatigue.
5. Decreased appetite.

Flu and strep were done in the clinic today flu and strep were both negative. Clinically the patient appears to have a sinus infection with the green discharge from his nose, nasal congested and fever for this duration could be virus, but I will cover with antibiotics the patient states she cannot get into primary care until after the weekend.

He was sent home with the following medications.

1. Amoxicillin 250/5 mL, he will take one teaspoon p.o. t.i.d. for 10 days, #150 mL.

2. Motrin 100/5 mL one teaspoon p.o. t.i.d. p.r.n. for fever, # 200 mL.

3. XYZ Mouthwash 60 mL, he will take 10 mL gargle and spit out daily for six days. Mother is advised to increase fluids to avoid sugary beverages and to come back to clinic if worse or to go to nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.
Philip S. Semple, PA

