CLINIC VISIT NOTE

LOPEZ, ADALI
DOB: 09/11/2003
DOV: 01/03/2023
The patient presents with history of cough, congestion, and frontal headache for the past week without improvement. She thinks she is getting worse.

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: TMs are clear. Pupils are equal and reactive to light and accommodation. Extraocular muscles are intact. Funduscopic benign. Nasal and oral mucosa negative for inflammation or exudates. Neck: Supple without masses. Lungs: Scattered rhonchi. 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 strep and flu testing and COVID performed per mother’s request and all of which were normal.
FINAL DIAGNOSES: Upper respiratory infection and influenza without type A/B and secondary bronchitis.
PLAN: The patient asked for antibiotics. Given injections of Rocephin and dexamethasone with a prescription for Z-PAK and Medrol. Advised to follow up as needed.

John Halberdier, M.D.

