CLINIC VISIT NOTE

SHENKIR, LILY
DOB: 01/04/2017
DOV: 04/15/2023
The patient is seen with complaints per mother of cold symptoms and fever of 102.2, had cough. Denies having discharge, runny nose. Vomiting once last night. Questionable headache.
PRESENT ILLNESS: The patient with history of congestion, cough for the past two weeks and vomiting x1.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Slightly increased tonsils with minimal erythema. Neck: Supple without masses. Lungs: 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.
Flu and strep tests were obtained which were negative.
IMPRESSION: Upper respiratory infection with secondary bronchitis.
PLAN: The patient given Z-PAK and to continue over-the-counter dextromethorphan. Follow up here or with pediatrician as needed.
John Halberdier, M.D.

