HOGAN, TY
DOB: 11/28/2005
DOV: 11/28/2022
HISTORY: This is a 17-year-old here with body aches. He is accompanied by mother who stated that symptoms started about four days ago, but have gotten worse in the last two days. She states that he is now complaining of throat pain and decreased appetite and states he was exposed to others with similar symptoms.
PAST MEDICAL HISTORY: Seasonal allergies, asthma, insomnia, and depression.

PAST SURGICAL HISTORY: Appendectomy and ORIF.

MEDICATIONS:

1. Prozac.

2. Trazodone.

3. ProAir.

4. Albuterol.

5. Zyrtec.

SOCIAL HISTORY: Denies alcohol or drug use. Endorses vaping.

FAMILY HISTORY: Cancer, coronary artery disease, diabetes, asthma, and seizures.

REVIEW OF SYSTEMS: The patient reports painful swallowing.

The patient reports back pain (he states this has been going on for a while, but it has been also getting worse in the last two or three days). He states pain is located in the lumbosacral spine region.
He reports fatigue.
He reports chills.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 109/67.

Pulse 103.

Respirations 18.

Temperature 98.9.
HEENT: Throat: Erythematous and edematous tonsils. Edematous and erythematous uvula and pharynx.
NECK: Full range of motion. No rigidity. No meningeal signs. Tender bilateral anterior cervical nodes.

RESPIRATORY: Poor inspiratory and expiratory effort. He has diffuse inspiratory and expiratory wheezes/crackles.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis. He is tachycardic at 103.
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ABDOMEN: Nondistended. No guarding. No visible peristalsis.

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: He is alert and oriented. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute tonsillitis.

2. Acute pharyngitis.

3. Cervical lymphadenopathy.

4. Acute bronchitis.

PLAN: In the clinic today, we did the following tests: These tests were all negative:

1. Strep.

2. Flu.

3. COVID.

The patient was given the following medications in the clinic: Rocephin 500 mg IM and dexamethasone 5 mg IM. He was observed for an additional 10 minutes, then reevaluated, he reports no side effects from the medications and states he is beginning to feel a little better. The patient will be discharged with:
1. Prednisone 10 mg one p.o. daily in the morning for 10 days #10.

2. Zithromax 250 mg two p.o. now, then one p.o. daily until gone.

3. XYZ mouthwash 60 mL, 10 mL gargle and spit out daily for six days.

The patient was given antibiotics because of my clinical findings. He appears in mild distress. His throat is swollen and red. He has lymphadenopathy. He just wants to lie down. While this could be viral in nature, there is a strong possibility that this is also bacterial and delayed treatment could be detrimental.

The patient is educated about his condition. He was encouraged to increase fluids, Pedialyte, Gatorade, and water, to come back to the clinic if worse or go to the nearest emergency room if we are closed.

Mother was given the opportunity to ask questions and she states she has none.
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