LAHAIR, AUTUMN

DOB: 07/14/2011

DOV: 07/02/2025

HISTORY: This is a 13-year-old child here with her mother complaining of cough. Mother stated this has been going on for about a week or two, but it has gotten worse since Friday. She states cough is productive of greenish sputum. She stated that she brought her in because child reported last night she had to wake up because she felt like she could not breathe and became short of breath and was coughing. Mother stated that there is a strong family history of asthma namely with mother, father, grandmother, and another aunt.

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.

REVIEW OF SYSTEMS: Child reports throat pain. She states she has pain with swallowing. She stated it was worse yesterday, but got a little better today. Denies neck pain. Denies stiffneck. The patient endorses chills and myalgia.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 127/81.

Pulse is 92.

Respirations are 18.

Temperature is 98.5.

FACE: Tender ethmoid sinus region.
HEENT: Throat: Mildly erythematous. No exudate. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity and no meningeal signs. No palpable nodes or tenderness.

RESPIRATORY: Poor inspiratory and expiratory effort. She has inspiratory and expiratory wheezes/crackles heard diffusely. No use of accessory muscles. No respiratory distress.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

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

ASSESSMENT:
1. Acute sinusitis.
2. Acute bronchitis.
3. Acute cough.
PLAN: In the clinic today, we did the following tests:

1. Strep.

2. Flu.

3. COVID.
These tests were all negative.

The patient has a high Centor score.

She received the following treatment in the clinic today: Rocephin 500 mg IM and nebulizer consisting of Atrovent and albuterol x1. She was observed in the clinic for approximately 20 minutes after medication, then reevaluated. She reports no worsening of her signs or symptoms. She states she is feeling better and is comfortable being discharged. They were given strict return precautions, advised to go to the ER if we are closed.
The patient was sent home with the following medications:
1. Zithromax 200 mg/5 mL two teaspoons now, then one teaspoon daily until it is all gone.

2. Prelone 15 mg/5 mL 5 mL q.a.m. for 10 days, #50 mL.
She was advised to increase fluids, to come back to the clinic if worse or go to the nearest emergency room if we are closed. Mother was given the opportunity to ask questions and she states she has none.
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