CLINIC VISIT NOTE

RICH, DYLAN
DOB: 06/19/1998
DOV: 07/26/2024
The patient presents with history of fever and slight cough with light sharp pain described left upper chest with inspiration, been sick for two days.

PAST MEDICAL HISTORY: He has had asthma in the past, has a handheld nebulizer that he uses rarely.
SOCIAL HISTORY: He states he vapes, cutting back. He also works offshore, home for only five days.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in no acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Few rhonchi heard without rales or wheezing. 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.
Chest x-ray obtained in the office showed presence of infiltrate right lower lung without consolidation compatible with pneumonia probably viral.
FINAL DIAGNOSES: Influenza with chest pain with pneumothorax right lower lobe.

PLAN: The patient was given prescription for Z-PAK and amoxicillin to take for pneumonia. Advised to see PCP next week for followup, return here if needed and to go to the emergency room if has any worsening of symptoms or recurrence of pain or evidence of difficulty breathing with additional evaluation as required.
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