SHERROUSE, MADELYNN

DOB: 01/29/2021

DOV: 04/08/2024

HISTORY OF PRESENT ILLNESS: The patient presents with mother and sibling for cough and runny nose, unknown T-max for one day. Mother states sibling possibly got child sick. No treatment at home for symptoms at this time. No shortness of breath or chest pain noted. No difficulty breathing.

PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: Lives with mother and grandmother. No report of secondhand smoke exposure in the house.

REVIEW OF SYSTEMS: Other review of systems noncontributory.

PHYSICAL EXAMINATION:

GENERAL: The patient is a well-appearing child with noted cough. The child is alert.

HEENT: Eyes: PERRLA. Ears: Mild erythema bilateral external canals. Pharynx has mild erythema. No exudate noted.

NECK: Supple. No lymph node edema.

RESPIRATORY: Clear. No distress noted. Breath sounds with no rhonchi, wheezing or rales.

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

ABDOMEN: Nontender.

SKIN: Clear. No rashes or lesions noted.

LABS: Lab in-house was a strep test that was negative.

ASSESSMENT / PLAN: Upper respiratory infection, cough and postnasal drip. We will prescribe Bromfed DM 30/2/10 mg take 5 mL q.6h. x 7 days as well as amoxicillin 400 mg/5 mL to take 5.5 mL p.o. b.i.d. x 7 days. The child’s weight is 14.5 kg. Discussed self-care treatment options at home for symptoms as well as diet and rest. Mother understood and verbalized how she will treat, symptoms management if they came up. No other further questions or concerns at this time. The child was discharged at home to mother.
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