PARSONS, MICHAEL

DOB: 09/01/2010

DOV: 04/10/2024

HISTORY OF PRESENT ILLNESS: The patient presents with headache, nausea, and stomachache x 1 day. He states he did feel as though he had fever. Mother has been giving Tylenol and Motrin q.8h. No shortness of breath, no difficulty breathing, no difficulty swallowing noted.

PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: No exposure to smoke and denies vaping at this time.

REVIEW OF SYSTEMS: Review of other systems noncontributory.

LABS: Laboratory results in-office, strep, COVID and flu all negative.

PHYSICAL EXAMINATION:

GENERAL: Well-groomed, age-appropriate appearance 13-year-old male in no acute distress.

EENT: Eyes: PERRLA. Ears: Within normal limits. Nose: Thin clear rhinorrhea is noted. No edema of the turbinates. Pharynx: Mild erythema. Airway clear.

NECK: Supple.

RESPIRATORY: No respiratory distress. No rales, no rhonchi, no wheezing appreciated.

CARDIOVASCULAR: No murmurs or gallops appreciated.

ABDOMEN: Nontender.

SKIN: Color is normal. No rashes. No lesions.

ASSESSMENT:

1. Upper respiratory infection.

2. Cough.

3. Postnasal drip.

PLAN: We will treat with Medrol Dosepak and Bromfed. The patient is given school excuse and advised to follow up as needed. All questions answered. The patient is discharged to mother.
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