MOINAT, AMBER
DOB: 02/27/1989

DOV: 04/08/2024

HISTORY OF PRESENT ILLNESS: This is a 35-year-old female presents to the clinic complaining of cough, runny nose, sore throat for one day and states her child has been sick and possibly got her sick. No treatment at home for symptoms. No complaints of fever at this time. She has been eating and drinking well as well as resting.

PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Other than the patient’s mentioned concerns above, no contributing factors for the rest of the review of systems from the patient.

PHYSICAL EXAMINATION:

GENERAL: The patient is alert and oriented x 3. No acute distress.

EENT: Eyes: PERRLA. Nose: Mild thin clear rhinorrhea noted. Pharynx has mild erythema and edema noted.

NECK: Supple. No lymph node adenopathy.

RESPIRATORY: Clear. No respiratory distress. Breath sounds are normal.

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

ABDOMEN: Nontender. No guarding.

SKIN: Within normal limits. No lesions or rashes noted.

LABS: Lab in-house was a negative swab for strep.

ASSESSMENT / PLAN: Upper respiratory infection, cough and postnasal drip. We will treat with amoxicillin 500 mg p.o. b.i.d. x 7 days. Advised diet and rest precautions as well as symptom management. The patient understood and verbalized understanding and the patient was discharged.
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