AGUILAR, CYNTHIA
DOB: 05/06/2010
DOV: 11/02/2022
HISTORY OF PRESENT ILLNESS: This is a 12-year-old female patient complaining of headache, cough, congestion, and some intermittent ear pain as well. No real abdominal pain. She maintains her normal bowel and bladder function as usual.

This patient verbalizes symptoms started three or four days ago.

Symptoms are better rest and worse on any activities.

PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Negative for any secondhand smoke. Lives with mother, father, and siblings.
REVIEW OF SYSTEMS: Complete review of systems was done with the mother as well as the patient. No additional concern was voiced.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed, no distress.
VITAL SIGNS: Blood pressure 106/56. Pulse 85. Respirations 16. Temperature 97.8. Oxygenation 100%.

HEENT: Eyes: Pupils are equal, round and react to light. Ears do show bilateral tympanic membrane erythema, left is worse than right. Oropharyngeal area mildly erythematous. No strawberry tongue. Oral mucosa is moist.

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

HEART: Positive S1 and positive S2. No murmurs.
ABDOMEN: Soft and nontender.

Remainder of this exam is unremarkable.

Labs today include a flu test which was negative.

ASSESSMENT/PLAN:
1. Otitis media bilateral. Amoxicillin 875 mg p.o. b.i.d. for 10 days #20.

2. Cough. Bromfed DM 10 mL four times daily p.r.n. cough, 180 mL.

3. This patient is to get plenty of fluids, plenty of rest, monitor symptoms and they will return to clinic or call me if not improving.
Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

