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Date Printed: 01/18/13

Name: Jamie Crane
ID: 
SEX: 
AGE: 
Jamie is here today for fever. She has been feeling ill all week. She has had a fever. It is gone up to 102. She is wheezing. She is coughing. The cough is occasionally productive with a yellow tinged sputum. She is felt terrible. She has body aches all over. She has no acute shortness of breath. She has no chest pain or palpitations. She has no abdominal pain. She had one episode of vomiting few days ago. She has no urinary symptoms.

PMH: Reviewed.

PE:

General: Appears ill.

Ears: EACs patent and intact. TMs translucent and mobile, and ossicles normal in appearance.

Nose: Mucosa non-inflamed, no apparent discharge.

Mouth: Posterior pharynx clear. No oral lesions noted.

Neck: Supple. No lymphadenopathy, no thyromegaly.

Cardiovascular: Regular rhythm. No murmur, gallop, or click.

Lungs: Wheeze with exhalation.

Abdomen: Bowel sounds positive. Nontender, nondistended, no masses. No hepatomegaly or splenomegaly.

Extremities: No clubbing, cyanosis, or edema.

Pulses: Good upstroke. Tibial and dorsalis pedis pulses 2+/4 bilaterally.

Neuro: Gait is normal. Reflexes 2+/4 bilaterally. Strength 5+/5 bilaterally.

ASSESSMENT:

.OP: Fever.

.OP: Wheeze.

.OP: Possible right lower lobe pneumonia.

PLAN: Chest x-ray two-view was done, which shows hazy infiltrate in the right lower lobe. Official read is pending. Influenza A and influenza B are negative. See Rx, side effects discussed. Risks, benefits, and alternatives were reviewed. I would like to see her back on Tuesday for reevaluation. Increase fluids. Tylenol and/or ibuprofen for fever.
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