MUNIZ, PERLA

DOB: 01/06/2005

DOV: 01/05/2023

HISTORY OF PRESENT ILLNESS: This is a 17-year-old female patient complained of cough. She has had these symptoms for approximately three days. She did stay home from school today. She is requesting a note to return to school tomorrow. She has not been running any fevers. She denies any flu-like symptoms. There is no nausea, vomiting or diarrhea. Her only symptom she complains is that of a cough. She is not taking any medications for relief. No over-the-counter products. Symptoms are better when she rests and worse with activities although she tells me that the cough is somewhat mild.

PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: Negative.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: None.

SOCIAL HISTORY: Negative for drugs, alcohol or smoking or secondhand smoke. She lives with mother, father and siblings.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, oriented, well-nourished and well-developed. She is well groomed. She is not in any distress. She cooperates through the exam today and answers all my questions well.

VITAL SIGNS: Blood pressure 112/76. Pulse 84. Respirations 16. Temperature 98.2 Oxygenation 99%. Current weight 108 pounds.

HEENT: Largely unremarkable. Ears: Within normal limits. Oropharyngeal area: Within normal limits.

NECK: Soft. No lymphadenopathy.

HEART: Positive S1. Positive S2. No murmurs.

LUNGS: Clear to auscultation.

ABDOMEN: Soft and nontender.

ASSESSMENT/PLAN: Cough. The patient will be given Bromfed DM 10 mL p.o. four times daily p.r.n., 120 mL. She is to get plenty of fluids and plenty of rest, take all the medication as prescribed, monitor her symptoms, return to the clinic or call if not improving well.
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