CLINIC VISIT NOTE

FOSTER, JERRY

DOB: 07/10/1981

DOV: 02/08/2024

The patient presents with history of cough, congestion, and sore throat x 3 weeks. He states he has been sick for about 30 days and has history of allergies.

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: Slight erythema of the pharynx. Neck: Supple without masses. Lungs: With scattered rhonchi. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: All within normal limits. Skin: All within normal limits. Neuropsychiatric: All within normal limits.

The patient had testing for strep which was negative.

DIAGNOSES: Bronchitis, upper respiratory infection, secondary sinusitis.

PLAN: The patient was given Rocephin and dexamethasone and with prescription for Medrol and Z-PAK. To come back next week for labs, ultrasound and complete physical. Follow up with PCP as needed.

FINAL DIAGNOSES: Bronchitis, upper respiratory infection, and sinusitis.
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