SANCHEZ, JOSUE
DOB: 03/12/2018
DOV: 04/13/2023
HISTORY: This is a 5-year-old child accompanied by parents here with fever and cough. Parents states this has been going on for approximately four days and child has not been responding to over-the-counter medication.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: Mother reports decreased appetite and decreased activities. He denies vomiting or diarrhea. States child’s vaccination is up-to-date. States child missed school yesterday and today and would like to have a note. Mother reports runny nose, states discharge from nose is green. States child reports throat pain, states he has pain when he swallows.

PHYSICAL EXAMINATION:
GENERAL: He is alert and oriented in mild distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 104/74.
Pulse 104.

Respirations 18.

Temperature 98.1.

HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates Throat:  Pharynx, uvula and tonsils; erythema and edema, no exudates. Uvula is erythematous and edematous, but it is also midline and mobile, no exudates.
NECK: Full range of motion. No rigidity. No meningeal signs. Tender anterior lymph nodes bilateral, anterior cervical triangle region.
RESPIRATORY: Poor inspiratory and expiratory effort. The patient coughs with deep inspiration. No use of accessory muscles. No respiratory distress. No paradoxical motion.

ABDOMEN: Soft and nontender. No organomegaly. He has normal bowel sounds. No guarding. No rigidity. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: He is alert and oriented. Sensory and motor functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Acute pharyngitis.
2. Acute tonsillitis.
3. Acute bronchitis.
4. Acute rhinitis.
5. Fever.
No test was done secondary to funding. The patient will be treated empirically.

He was sent home with the following medication.

1. Bromfed 2/10/30/5 one teaspoon b.i.d. for 10 days, # 100 mL.

2. Amoxicillin 250 mg/5 mL, he will take 5 mL t.i.d. for 10 days, # 150 mL.
3. Singulair 4 mg chewable, he will take one p.o. daily for 14 days, #14. Mother and father encouraged to increase fluids, to avoid sodas and juices and to return to clinic if worse or to go to nearest emergency room if we are closed. He was given a note to be away from school until Monday.
Rafael De La Flor-Weiss, M.D.
Philip S. Semple, PA

