VALDEZ, JENNIFER
DOB: 06/01/2009
DOV: 04/22/2024

HISTORY OF PRESENT ILLNESS: This is a 14-year-old well-appearing female who presented with her mother with complaints of headache, congestion, and body aches for one week. She states she has not been taking anything for the symptoms at this time and that she is getting better.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure or use.
REVIEW OF SYSTEMS: Noncontributory other than her complaints.

PHYSICAL EXAMINATION:

GENERAL: The patient is in no acute distress, alert and oriented x3.

HEENT: Eyes: Pupils are equal, round, and reactive to light. Nose: Noted clear thin rhinorrhea. Ears: TMs are clear. No erythema or bulging noted. Throat: Mild erythema. Mild edema. No exudate noted. Airway patent. No muffled or hoarse voice.
NECK: Supple. No lymph node adenopathy.

RESPIRATORY: No acute distress. Breath sounds normal in all quadrants. No rales, wheezing or rhonchi noted.
CARDIOVASCULAR: Regular rate and rhythm. No murmurs or gallops noted.

ABDOMEN: Soft and nontender.

SKIN: No rashes or lesions noted.

EXTREMITIES: Full range of motion and nontender.

NEUROPSYCH: Oriented with cranial nerves II through X grossly intact.

LABS IN OFFICE: Strep negative.

TREATMENT IN OFFICE: Rocephin and dexamethasone injection.
ASSESSMENT: Viral upper respiratory infection, postnasal drip, cough.
PLAN: Provided Bromfed DM 10 mL p.o. q.8h. for the next five days. Return if symptoms worsen or do not get better. The patient is given school excuse and discharged home to mother.
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