OSORIO, VANESSA

DOB: 09/12/2016

DOV: 04/15/2024

HISTORY OF PRESENT ILLNESS: The patient presents to the clinic with history of cough, congestion, and fever for two days. Mother has been treating with Tylenol to suppress. T-max at 101.4.

PAST MEDICAL HISTORY: Noncontributory.

SOCIAL HISTORY: No reports of secondhand smoke in the house or exposure.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: No acute distress.

VITAL SIGNS: Stable.

HEENT: Eyes: Equal, round and reactive to light. Nose: Patent with clear rhinorrhea noted. No turbinate edema. Mouth: Edema to the tonsils, erythema with exudate noted. Throat clear. Airway patent.

NECK: Supple. No lymph node adenopathy.

LUNGS: Clear. No rales, wheezing or rhonchi.

CARDIOVASCULAR: Regular rate and rhythm. S1 and S2. No gallops. No murmurs.

ABDOMEN: Soft. Nontender. No rigidity. No rebound.

EXTREMITIES: Within normal limits.

NEUROLOGIC: Grossly intact.

ASSESSMENT:

1. Upper respiratory infection.

2. Pharyngitis.

PLAN: We will treat with amoxicillin. I advised mother on self-care of symptom treatment management at home. School note provided. Answered all mother’s questions. Discharged child in stable condition to mother.
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