BODDIE, BRIANNA
DOB: 06/19/2003
DOV: 08/13/2024

HISTORY OF PRESENT ILLNESS: The patient presents with headache, body aches, sore throat, and chills. Temperature currently is 100.2. She has been taking Tylenol, yesterday as well. No shortness of breath. No difficulty swallowing. No known sick contacts.
PAST MEDICAL HISTORY: Anxiety.
PAST SURGICAL HISTORY: C-section, tonsillectomy and hernia repair.
ALLERGIES: PENICILLIN and CEPHALOSPORINS.
SOCIAL HISTORY: No report of alcohol or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: This is no acute distress, alert, and oriented patient x 3.

HEENT: Eyes are equal, round, and reactive to light. Ears: Mild erythema bilateral canals. Nose: Clear rhinorrhea. Throat: Mild edema. No tonsillar exudate noted. Airway is patent.
NECK: Supple with no thyroid enlargement.
RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.
LABS: Labs taken in the office, strep, COVID and flu all three negative.
ASSESSMENT: Upper respiratory viral infection and cough.
PLAN: We will provide 10 mg of DEX in the clinic and also Medrol Dosepak and Bromfed for symptom treatment. The patient discharged in stable condition.
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