OROPEZA, MATIAS

DOB: 11/10/2017

DOV: 02/10/2024

HISTORY: This is a 6-year-old child here with cough and runny nose. Mother said this has been going on for a while but has gotten worse in the last two days. She said a child had similar symptoms was diagnosed with bronchitis and treating the child is better but no metathesis displaying similar symptoms.

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 said child is eating and drinking well.

Denies vomiting. Denies diarrhea.

Respiratory, she says cough is rattling and keeps child up at night.

She denies change in activities said child vaccinations are up to date.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 117/80.

Pulse is 105.

Respirations are 18.

Temperature is 98.2.

HEENT: Nose: Congested with green discharge. Erythematous and edematous turbinates.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. There are mild crackles in the right lower lung field. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. The patient is mildly tachycardic at 105. No peripheral edema or cyanosis.

OROPEZA, MATIAS

Page 2

ABDOMEN: Nondistended. No guarding. No visible peristalsis. She has normal bowel sounds. No tenderness to palpation. No organomegaly.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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

NEUROLOGIC: Alert and oriented. Mood and affect are normal.

LABRORATORY DATA: The following test were done in the clinic today COVID, strep, and flu these tests were all negative.

ASSESSMENT:
1. Acute bronchitis.
2. Acute rhinitis.
3. Cough.
PLAN: The patient was sent home with the following medications: Singulair 4 mg chewable she will take one tablet daily for 30 days, #30, Bromfed 2/10/30/5 mL one teaspoon p.o. b.i.d. for 10 days, #100 mL, and Zithromax two teaspoon now than 1 teaspoon daily until gone, #30 mL. Mother was advised to increase fluids to bring child back in about seven days for followup. To come back immediately to the clinic if she is not better or take him to the nearest emergency room if we are closed.
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