CLINIC VISIT NOTE

GARDNER, HELEN
DOB: 09/08/2005
DOV: 01/30/2024
The patient presents with history of sinus congestion, slight shortness of breath for the past two days and now decreased, being sick for the past seven days, uses inhaler given to her several months ago, seen for upper respiratory infection with apparent bronchospasm. She states that it helps some, but has not had to use inhalers prior till today.

REVIEW OF SYSTEMS: Noncontributory. History of bronchospasm as above. She works as a server. Grandmother with a history of asthma. Mother is concerned maybe she has asthma, wants her to see an allergist.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion without evidence of wheezing. O2 saturation 99%. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
PLAN: I was going to get the patient an albuterol inhaler to see if any improvement, but the patient refused. Advised to continue inhalers. Given prescription for Z-PAK and Medrol for apparent early bronchitis with a history of bronchospasm. Ensure to follow up with PCP for concerns about asthma and allergist’s referral.
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