VILCHIS, CARLOS
DOB: 04/23/2007
DOV: 08/26/2024
HISTORY: This is a 17-year-old child accompanied by mother, here with throat pain, coughing and congestion. He states that this has been going on for approximately a week. He states they have been using over-the-counter medications namely Sudafed, NyQuil and DayQuil with no improvement. He states he came here because of increased cough. He states the cough is productive of green sputum and runny nose. He states he has green discharge from his nose. He also reports pain and pressure behind his cheeks and eyes. 
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation is 99% at room air

Blood pressure 121/73
Pulse 76
Respirations 18
Temperature 98.2
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs. 

FACE: Tender maxillary and frontal sinuses, right worse than left.

NOSE: Green discharge, congested and erythematous and edematous turbinates. Nasal congestion present.

RESPIRATORY: Good inspiratory and expiratory effort. There are diffuse some scattered wheezes with inspiration and expiration.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft and nontender. No guarding. No rebound. No distention.
VILCHIS, CARLOS
Page 2

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute bronchitis.
2. Acute sinusitis.

3. Cough.

4. Acute rhinitis.

5. Chest congestion/wheezing.

PLAN: Today, we did the following tests in the clinic: Strep, COVID and flu – these tests were negative. The patient was administered Atrovent and albuterol nebulizer x 1. After completing the nebulizer, he reports that he is feeling much better. Cough is less.
He will be sent home with the following prescription:
1. He received breathing treatment consisting of Atrovent and albuterol in the clinic and on reevaluation he stated that he is feeling much better after the breathing treatment.
2. The patient will be held from school today. He will go back on 06/28/2024.
3. Prescription – Zithromax 250 mg two p.o. now, one p.o. daily until gone #6.

4. Tessalon 100 mg one p.o. t.i.d. for 10 days #30.

5. Prednisone 10 mg one p.o. q.a.m. for 10 days #10.
6. Nebulizer machine with tube and face mask #1.

7. Albuterol 2.5/3 mL – he will take 3 mL with home nebulizer t.i.d. p.r.n. for cough and wheezes, #1 box.
The patient was educated on findings of his COVID tests. Strongly recommend to stay away from others who are sick and even to stay away from others who are not sick. The patient was given a note to return to school on Wednesday, 08/28/2024. Strongly encouraged to come back to the clinic if worse.
He was given the opportunity to ask questions and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

