EVANS, AARON
DOB: 06/26/1984
DOV: 05/13/2024

HISTORY OF PRESENT ILLNESS: This is a healthy 39-year-old male presents to the clinic in stable conditioning with complaints of coughing; this gets worse at nighttime as well as some congestion. He states he has utilized over-the-counter medications, but it is not getting any better and has been going on for the last five days. No fevers, body aches or chills noted.

PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of smoking or secondhand smoke exposure, drug use or alcohol use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: No acute distress noted.

HEENT: Eyes: Pupils are equal, round, and reactive to light. Ears: Bilateral mild erythema in the canals noted. No bulging on the TMs and positive light reflex noted. Nose has clear rhinorrhea. No turbinate edema. Throat: Mild edema. Mild erythema. No exudate noted. Airway is patent.
NECK: Supple. No enlarged thyroid or lymph nodes noted.
RESPIRATORY: No respiratory distress. Breath sounds normal in all four quadrants.

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

ABDOMEN: Nontender. No rigidity. No guarding.

EXTREMITIES: Nontender with full range of motion.

SKIN: Color is normal with no rashes or lesions.
ASSESSMENT: Upper respiratory infection, cough, and postnasal drip.
PLAN: We will provide symptom treatment with Medrol and Bromfed as well as a Z-PAK. Advised the patient to rest and not to consume sugars and if symptoms continue to get worse or do not get better, to report to the clinic. The patient discharged in stable condition with all questions answered.
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