MENDEZ, ANGEL

DOB: 09/07/2013

DOV: 04/08/2024

HISTORY OF PRESENT ILLNESS: The patient is a 10-year-old male with mother and father in room for history. He states for the last two days his throat has been bothering him and he felt like he had fever, unknown T-max. No treatment at this time. No muffled voice. No barking cough. No difficulty breathing noted.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No know drug allergies.

SOCIAL HISTORY: Lives with mother and father. No secondhand smoke noted.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert, oriented, and responds appropriately to questions.

EENT: Eyes: PERRLA. Nasal passages noted thin clear rhinorrhea. Throat: Positive edema and erythema with exudate noted to bilateral tonsils.

NECK: Supple. No cervical lymph node edema noted.

RESPIRATORY: No acute distress. Breath sounds normal.

CARDIOVASCULAR: Regular rate and rhythm. No murmurs or gallops noted.

ABDOMEN: Normal.

SKIN: No rashes. No lesions noted.

NEUROLOGIC: Oriented. Cranial nerves II through X grossly intact.

LABS: Performed in office with a positive strep swab.

ASSESSMENT / PLAN: Pharyngitis, upper respiratory infection and cough. We will treat with amoxicillin 500 mg twice a day for the next seven days. Instructed the patient on self-care and symptom management at home. The patient’s parents understood with translator in room to help answer all questions. The patient discharged with mother and father with a school excuse for the next two days. Follow up as needed.
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