MUNIZ, DIMAS

DOB: 09/20/2011

DOV: 01/05/2023

HISTORY OF PRESENT ILLNESS: This is an 11-year-old male patient here today with cough. This patient did stay home from school today as well and will need a note to return.

No other symptoms. No GI issues, nausea, vomiting or diarrhea. No flu-like symptoms. There is no fever. No activity intolerance. Good appetite; takes fluids and foods well.

His sole complaint today is a cough.

PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: Negative.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: None.

SOCIAL HISTORY: He lives with mother, father and siblings. No association of secondhand smoke.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, oriented, well-nourished and well-developed and well groomed. No distress whatsoever.

VITAL SIGNS: Blood pressure 101/58. Pulse 86. Respirations 16. Temperature 98.2 Oxygenation 97% on room air.

HEENT: Eyes: Pupils are equal, round, and react to light. Ears: No tympanic membrane erythema. Oropharyngeal area within normal limits. Oral mucosa is moist.

NECK: Soft. No thyromegaly. No masses. No lymphadenopathy.

HEART: Positive S1. Positive S2. Regular rate and rhythm. No murmurs.

LUNGS: Clear to auscultation.

ABDOMEN: Soft and nontender.

Remainder of exam is unremarkable.

ASSESSMENT/PLAN:

1. Cough. Bromfed DM 5 mL p.o. four times daily p.r.n. cough, 80 mL.

2. The patient will get plenty of fluids and plenty of rest. Return to the clinic or call if not improving.

3. The patient further tells me that symptoms are better with rest and cough seems to progress more and more active he is. He is going to try to take it easy for a few days, but he can go to school tomorrow.

Plan of care reviewed with the mother.
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