Patient Name: Mike Rashidi

DOS: 01/22/2013
DOB: 
VITAL SIGNS: Temperature 97.9, blood pressure 126/80, pulse 72, respiratory 16, and weight 214 pounds.

HISTORY OF PRESENT ILLNESS: The patient presents today with chief complaint of sore throat, runny nose, congestion, and postnasal drip. The patient reports mild-to-moderate rhinorrhea with congestion. He reports low-grade fever. Denies any chest pain. Denies any shortness of breath. He reports some generalized joint aches over this time. Denies nausea, vomiting, or diarrhea. Denies any headache.

PHYSICAL EXAMINATION:
GENERAL: The patient is alert.

HEENT: There is congestion with rhinorrhea. Pharynx is erythematous. There is no exudate.

NECK: There is no adenopathy, thyromegaly, or JVD.

LUNGS: Clear.

HEART: Rate and rhythm regular.

ABDOMEN: Soft and nontender. Bowel sounds are positive.

EXTREMITIES: There is no edema.

SKIN: No rash.

NEUROLOGICAL: Kernig’s and Brudzinski’s are negative.

ASSESSMENT:

1. Upper respiratory tract infection.

2. Rhinorrhea.

3. Fever.

PLAN: We will use Augmentin 875 mg p.o. b.i.d. for seven days. Push fluids 64 ounces a day. Acetaminophen 500 mg q.12h. for fever. Universal exposure precautions are discussed with the patient. The patient may use ibuprofen 200 mg q.d. p.r.n. for next seven days for any joint aches. Follow up with me in one week if symptoms does not fully resolve. Time spent with the patient is 30 minutes.
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