CLINIC VISIT NOTE

MCDANIEL, CARTER

DOB: 12/18/2010

DOV: 11/18/2022

The patient presents with persistent cough, some sore throat and fever of 101 reported. He was seen here on 11/16/2022.
PAST MEDICAL HISTORY: Uneventful.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. No inflammation of nasal or oral mucosa. Neck: Supple without masses. Lungs: Scattered rhonchi without wheezing or rales or decreased breath sounds. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.

The patient had a chest x-ray obtained because of history of persistent cough and fever with negative x-ray. Mother states he was told to have strep, on amoxicillin, not clear from chart.

IMPRESSION: Followup upper respiratory infection with bronchitis.
PLAN: The patient is advised to continue on amoxicillin and cough medication, but also given prescription for Z-PAK and a five-day course of prednisone with tapering dose, with Tessalon Perles to help with cough. Follow up as needed.

FINAL DIAGNOSES: Viral upper respiratory infection with secondary bronchitis, excessive coughing without evidence of pneumonia, as above.

John Halberdier, M.D.

