HERNANDEZ, MARLENE
DOB: 02/27/2004
DOV: 10/23/2023
HISTORY: This is a 19-year-old female here with three days of cough. The patient states she has been trying over-the-counter with no improvement. She states she came in because she is coughing up yellow sputum. She states coughing keeps her up sometimes at night.

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:

She reports chills and myalgia.

She reports sore throat and painful swallowing.

She reports runny nose. The discharge from her nose is green.

The patient reports chest congestion.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, and obese child in mild distress.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 106/77.

Pulse 74.

Respirations 18.

Temperature 98.4.
HEENT:

Nose: Congested with green discharge. Erythematous and edematous turbinates.
Throat: Erythematous and edematous tonsils, uvula, and pharynx.

No exudates.
Uvula is midline and mobile.

Face: No erythema. No edema.
NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Poor inspiratory effort. Mild inspiratory and expiratory wheezes. This is all diffusely, but is mild. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No visible peristalsis. No guarding.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with good range of motion. She bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute pharyngitis.

2. Acute sinusitis.

3. Acute bronchitis.

4. Acute rhinitis.

PLAN: In the clinic today, the patient received the following:

1. Dexamethasone 10 mg one IM.

2. Next medication she received in the clinic would be Rocephin 1 g IM. She was observed in the clinic for approximately half an hour then reevaluated. She reports no signs and symptoms of side effects from the medication.

The following tests were done in the clinic today.

1. Strep.

2. Flu A.

3. Flu B.

4. COVID test.
These tests were all negative.

The patient received the following prescription:

1. Zithromax 250 mg two p.o. now then one p.o. daily until gone #6.

2. Allegra 180 mg one p.o. daily preferably in the morning for 14 days #14.

3. Tessalon 100 mg one p.o. t.i.d. p.r.n. for cough 10 days #30.

She was given the opportunity to ask question and she states she has none.
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