CLINIC VISIT NOTE

AVILA, OLIVIA
DOB: 11/10/2009
DOV: 07/18/2024
The patient presents with history of upper respiratory infection followed by persistent cough for the past month.
PAST MEDICAL HISTORY: Otherwise, within normal limits.
SOCIAL HISTORY: Negative.
FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: She states that she has some irritation to the right eye today without matting with some itching, also relates to history of shortness of breath with exertion, when she is running, without treatment.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Minimal irritation and inflammation to right eye. Neck: Supple without masses. Lungs: Scattered rhonchi without definite wheezing or rales. Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative for cyanosis, edema or clubbing. Neurological: Within normal limits. Skin: Within normal limits.
IMPRESSION: Recent upper respiratory infection with residual bronchitis, suspect exertional asthma by history and right viral conjunctivitis.

PLAN: The patient was advised to treat eye irritation with warm compresses without antibiotics indicated. Given prescription for Z-PAK to take for upper respiratory infection. Also, given inhaled nebulizer to use before exercise and as needed. Follow up here if necessary, routine care with PCP.
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