CLINIC VISIT NOTE

ORELLANA, STEVEN
DOB: 03/03/2017
DOV: 09/20/2025
The patient is seen with history of cough and congestion for the past five days with questionable temperature of 103 yesterday reported. Has a nebulizer, but she used once. No respiratory distress described.

PAST MEDICAL HISTORY: Questionable bronchial asthma, has nebulizer in the past, not currently has used.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Few scattered rhonchi. Faint wheezes noted into chest without decreased breath sounds. 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.

The patient had flu, COVID and strep testing which were negative.

DIAGNOSES: Upper respiratory infection with history of bronchial asthma.
PLAN: Mother given prescription for azithromycin, Bromfed DM and albuterol ampules to use with nebulizer. Follow up with pediatrician in the next few days with instructions to go to emergency room with worsening or respiratory distress, without evidence of any distress or dyspnea present. Chest x-ray obtained showed no infiltrates or active lesions.
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