CLINIC VISIT NOTE

RUBIO-GUEVARA, JACOB

DOB: 11/12/2015

DOV: 02/15/2023
The patient with history of cough and congestion for the past three days here with mother and brother who is also sick.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress with excessive coughing. Head, eyes, ears, nose and throat: Slight pharyngeal edema. Neck: Supple without masses. Lungs: Scattered wheezing and 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 tests performed with positive strep test.
FINAL DIAGNOSES: Bronchial asthma, strep pharyngitis with upper respiratory infection.

PLAN: Given breathing treatment in the office with clearing of wheezing and coughing. Advised to continue nebulizer treatments at home using brother’s nebulizer with his prescription. Given prescription for amoxicillin to take for 10 days. Advised to follow up with pediatrician and here as needed.
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