CLINIC VISIT NOTE

RAYNA, JUAN
DOB: 02/15/2018
DOV: 02/25/2023
The patient presents today with complaints of cough and chest discomfort since last night with history of bronchitis. Mother comes to the clinic on multiple occasions and has gone to the ER as well, but history obtained with cough, congestion, and slight sore throat for the past two days with upper chest discomfort with cough, increased at night, gave him nebulizer treatment with a daughter’s machine, helped a little bit last night.
PAST MEDICAL HISTORY: History of recurrent bronchitis, reactive airway disease; congested.
SOCIAL HISTORY: Negative.
FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in no acute distress. Head, eyes, ears, nose and throat: Slight erythema of the pharynx. Neck: Without adenopathy. Lungs: Few 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 tests done, both of which were negative.
IMPRESSION: Upper respiratory infection with bronchitis.

PLAN: Given prescription for albuterol to use with nebulizer and also prescription for Zithromax with respiratory precautions and additionally given prescription for ibuprofen to give for pain and fever.
John Halberdier, M.D.

