CLINIC VISIT NOTE

RUIZ, JAYLENE
DOB: 12/01/2015
DOV: 04/13/2024
The patient presents with history of cough and congestion starting yesterday evening, having some shortness of breath with history of asthma, using home nebulizer and handheld nebulizer off and on as needed. She has a primary doctor in Splendora in Houston, but not a pediatrician. She has never had more extensive asthma care. She uses nebulizer before PE and seems to be okay when not exercising except for flare-ups for which she uses her home nebulizer with albuterol a few times a week per history.
PAST MEDICAL HISTORY: None.
SOCIAL HISTORY: None.
FAMILY HISTORY: None.
REVIEW OF SYSTEMS: None.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Slight erythema of the pharynx. Neck: Supple without masses. Lungs: With scattered rhonchi with faint expiratory wheezes. No rales. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
The patient had strep and flu testing done which were both negative.
IMPRESSION: Upper respiratory infection with history of asthma, now with bronchitis and also with non-strep pharyngitis.

PLAN: The patient was given breathing treatment in the office with albuterol with minimal change of status. Oxygen saturation was 97%. Because of lack of respiratory distress in the office, the patient was treated conservatively with injections of Rocephin and dexamethasone as well as prescription for Z-PAK and Medrol Dosepak with dextromethorphan for cough. The patient is recommended to be seen in Texas Children’s Hospital for further evaluation and as needed with routine followup with PCP for routine care.
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