CLINIC VISIT NOTE

MARTINEZ, BRANDON
DOB: 09/22/2023
DOV: 09/04/2025
The patient presents with history of fever, cough, and congestion for the past seven days with temperature of 101.1 reported today. Mother states that he has been gagging with cough and with emesis of food, also having diarrhea five times a day according to mother, has used his brother’s nebulizer x1 with limited benefit. She states that he has been taking fluids.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: 1+ erythema of the pharynx. Neck: Supple without masses. Lungs: Diffuse rhonchi without definite wheezing or rales. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neurological: Within normal limits. Skin: Within normal limits.

IMPRESSION: Suspected possible pneumonia, early dehydration, in need of more intensive inpatient care.

PLAN: Because of history of vomiting and diarrhea and continuous cough with elevated temperature, becoming more combative, with evidence of early dehydration, it is elected to refer the patient to Texas Children’s Hospital for more definitive care. Mother is to take him today as soon as possible by an automobile. She states she does not have a PCP at this time, in the process of transition.
John Halberdier, M.D.

