SMITH, ETHEL
DOB: 

DOV: 08/26/2024

HISTORY OF PRESENT ILLNESS: The patient presents with mother complaining of enlarged tonsils, fever with a T-max of 103 for the past five days. He was seen at another urgent care and given antibiotics Tylenol and allergy medication – she has been taking it. She states the symptoms are minimally getting better for the last two days. She is waiting on a referral for surgeon to remove the tonsils as this is the third time in recent history for having strep throat. No difficulty swallowing. No pain. No shortness of breath noted.

PAST MEDICAL HISTORY: Heart murmur.

PAST SURGICAL HISTORY: None.

ALLERGIES: AMOXICILLIN.

SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: No acute distress, alert and oriented.

EENT: Eyes are equal, round, and reactive to light. Ears were normal. Throat did have mild erythema and tonsillar edema, but no exudate noted. Airway was patent. 

NECK: Soft and supple with no thyroid enlargement.

LUNGS: Normal breath sounds. 
HEART: Regular rate and rhythm.

ABDOMEN: Soft and nontender. 

SKIN: Without rashes or lesions.

ASSESSMENT: Upper respiratory infection and strep pharyngitis.

PLAN: Continue with the current antibiotics and allergy medication given. Advised self-care techniques to help ease symptom management as infection will last 7 to 10 days and expected symptoms to continue. Did give a school note so the child can rest and was discharged in a stable condition.
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