CLINIC VISIT NOTE

EVANS, ANNALISE
DOB: 11/19/2013
DOV: 06/01/2024
The patient is seen with history of fever, cough, and congestion with lethargy for the past three days with continued elevated temperature, also described questionable mild rash upper chest for a few days, cleared now.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: 1+ erythema of pharynx and inflammation. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. 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 flu and strep testing with a chest x-ray obtained because of the elevation of fever which showed a patchy infiltrate right middle lobe without consolidation.
FINAL DIAGNOSES: Pneumonia right middle lobe with mild evidence of scoliosis on chest x-ray with upper respiratory infection, probably viral pneumonia.

PLAN: The patient is given temperature precautions and respiratory precautions, put on cefdinir and advised to follow up with pediatrician in two days.
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