HOLSTON, GRACELYN
DOB: 05/12/2017
DOV: 03/08/2024
HISTORY OF PRESENT ILLNESS: This is a 6-year-old young lady here in the clinic today with a complaint of cough. Mother brings her in today. She tells me the cough seems to be a bit worse at night, keeps her up or from falling asleep right away. No other symptoms. No fever, nausea, vomiting, or diarrhea. No flu-like symptoms. She maintains her normal bowel and bladder function as usual.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Lives with mother and father. No association of secondhand smoke.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. She is not in any distress.
VITAL SIGNS: Blood pressure 115/64. Pulse 86. Respirations 16. Temperature 98.2. Oxygenation 97%. Current weight 83 pounds.

HEENT: Eyes: Pupils are equal and round. Ears: All within normal limits. Oropharyngeal area: Non-erythematous. Oral mucosa moist.

NECK: Soft. No lymphadenopathy.
LUNGS: Clear to auscultation.
HEART: Positive S1 and positive S2. No murmurs.
ABDOMEN: Soft and nontender.

Remainder of exam is unremarkable.

ASSESSMENT/PLAN:
1. Cough. Bromfed DM 5 mL four times daily p.r.n. cough #120 mL.
2. The patient is to get plenty of fluids, plenty of rest, monitor symptoms, return to clinic or call me if needed.

Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

