CLINIC VISIT NOTE

PARKER, CAMERON
DOB: 03/15/2005
DOV: 05/08/2023
The patient presents with history of cough for two weeks with throwing with coughing now.

PRESENT ILLNESS: Cough for three weeks. She states she works in a dusty environment.
PAST MEDICAL HISTORY: Asthma as a child.
SOCIAL HISTORY: Vapes one or two times a day.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: She states recent ankle injury, referred to ER, healed without being seen in the ER.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Scattered rhonchi and wheezing without stridor or respiratory distress. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neuropsychiatric: Within normal limits.
The patient is given breathing treatment with nebulizer x2 with some clearing of lung with reducing of wheezing and rhonchi.
FINAL DIAGNOSIS: Acute asthmatic bronchitis.

PLAN: The patient was given injections of Zithromax, Medrol and also albuterol and Advair inhaler. Advised to follow up in one or two weeks if not clearing. Advised to discontinue vaping, diminish work exposure for the next several days, with prescription for Medrol 4 mg Dosepak, Z-PAK and albuterol per nebulizer with consideration of Advair not given today.
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