CLINIC VISIT NOTE

GOODWIN, JOSEPH
DOB: 01/09/2012
DOV: 01/18/2023
The patient presents with cough, chills, and sore throat for the past two nights with some discomfort in his chest.

PAST MEDICAL HISTORY: History of asthma since 4 years old. He has a nebulizer that he has not used for sometime.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in mild distress. Vital Signs: Pulse increased at 110 and O2 saturation 96%. Head, eyes, ears, nose and throat: Slight pharyngeal edema. Neck: Supple without masses. Lungs: Scattered wheezing and rhonchi with decreased air movement. 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 flu and strep testing performed which were negative. He was given breathing treatment with Xopenex with clearing of wheezing without respiratory distress.
FINAL DIAGNOSES: Upper respiratory infection with bronchial asthma.
PLAN: The patient is given a prescription for Z-PAK and additional albuterol ampules to use with home nebulizer, continue to use for next few days on a regular basis. Follow up with PCP as needed. Respiratory precautions given to mother, go to ER if needed for respiratory distress.
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