CLINIC VISIT NOTE

PETERSON, PATRICIA

DOB: 03/30/1973

DOV: 01/04/2024

The patient presents with history of cough, congestion, chills, and flu-like symptoms for five days with vomiting after eating and diarrhea three to four times a day and states onset for two weeks with residual cough with headache for the past five days. She states better now with increased cough, lethargy for the past few days with recurrent vomiting and diarrhea.

PAST MEDICAL HISTORY: Uneventful.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: Mild distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. 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. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
The patient had COVID, flu, and strep screening which were negative.

FINAL DIAGNOSES: Bronchitis, viral syndrome, sinusitis with vomiting and diarrhea.

PLAN: The patient was given cefdinir antibiotic with Medrol Dosepak and Bromfed. Follow up with PCP as necessary.
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