GARZA, JOZIAH
DOB: 05/14/2019

DOV: 04/03/2024

HISTORY OF PRESENT ILLNESS: This is a 4-year-old male patient brought in by his grandmother who he currently lives with as the mother is having custody issues. The grandmother states last night the child was fussy with unknown T-max, runny nose, congestion, cough, and given Tylenol for comfort.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Noncontributory as stated above, does live with grandmother at this time.
REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: Mild ill-appearing child.

HEENT: Eyes PERRLA. Nose showed rhinorrhea, thin clear. Pharynx had mild erythema. No petechiae. No exudates noted. 
NECK: Supple. No lymphadenopathy.

RESPIRATORY: No respiratory distress. Breath sounds normal.
CARDIOVASCULAR: Regular rate and rhythm. 

ABDOMEN: Nontender. 

NEURO: The patient was oriented x 4. Cranial nerves II through X grossly intact.

SKIN: Color was normal. No rashes noted.

In the clinic, given Motrin for fever to which he responded.

Labs swabbed in house – strep, flu, RSV, and COVID – all negative. 

CLINICAL IMPRESSION: Viral syndrome, upper respiratory infection with a cough.
PLAN: Counseled the patient’s family in regard to diagnosis and followup. Self-care treatment at home. The patient left in improved condition and he responded to the Motrin. The patient was given Bromfed 30/2/10 mL 5 mL q.8h. x 3 days. Also given amoxicillin 250 mg/5 mL. The patient is to take 12 mL p.o. b.i.d. x 7 days. Grandmother also requested a prescription of Motrin that was also provided and all questions answered. The patient discharged to grandmother.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

