MARTIN, CHRISTOPHER

DOB: 04/16/2013

DOV: 03/11/2024

HISTORY: This is a 10-year-old child accompanied by mother for a followup. Mother stated that child was seen recently, diagnosed with bronchitis, strep pharyngitis, upper respiratory infection and was treated with antibiotics, home nebulizer and albuterol and is here for followup. She states child is doing much better. She states whenever he gets cough or sounds asthmatic she usually gives him medication with home nebulizer and that works.

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: All systems were reviewed and were negative except for runny nose.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented x3.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 105/62.

Pulse is 91.

Respirations are 18.

Temperature is 97.8.

HEENT: Normal. Throat: No edema. No erythema. No exudates. Uvula is midline and mobile.

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

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
NEUROLOGIC: Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT: Status post bronchitis and pharyngitis, doing better.

PLAN: The patient will be sent home with Singulair 4 mg chewable, take one a day; this will help with his runny nose particularly if this is in response to the high level of pollen in the community.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

