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	Name: M.L.
	Date: 5/15/17

	Sex: Female
	Age/DOB/Place of Birth: 4 years/ 10-3-12/ Michigan. 

	SUBJECTIVE 

	Historian: Mother 
Present Concerns/CC:  
 
Patient/Mother complains of persistent cough and fever x seven days. Patient was seen at urgent care four days ago, no improvement. 



	Child Profile: (Sexual History (If appropriate); ADLs (age appropriate); Safety Practices; Changes in daycare/school/after-school care; Sports/physical activity; Developmental Hx)

4-year-old female who is on track with her growth and development. Patient is in preschool. Doing well in school, good behavior/positive interactions with other students. Patient is able to run and hop, copy and draw a square, can identify colors, can balance on one foot, is toilet trained, and a stranger can understand one hundred percent of her speech. She is meeting all developmental milestones. She is able to ride a bike and wears her helmet and kneepads when she does. She is sitting in a front facing car seat. Her babysitters include her aunt who has an 18-month-old son and a 7-year-old daughter, and her grandmother. The patient joined a soccer team this year, she is enjoying it and doing well. At last well visit, patient measured 50th percentile for BMI, 50th percentile for stature and 50th percentile for weight. 



	HPI: (must include all components)

Mother states “I was seen in the urgent care four days ago they thought she had a virus called slap cheek because her cheeks were so red and she had a fever. They told me to give her Motrin and Tylenol, but it is day seven of her having this fever. She also started to have a really dry and constant cough starting on day four of her fever.” Mother states fever reached as high as 104.8, but “mostly stayed around 103”. Admits to history of high fevers, “difficult to bring down with accurate doses of Motrin and Tylenol.” Denies congestion or productive cough, admits to dry “hacking” cough. Admits to patient being “constantly” fatigued, denies shortness of breath. Denies change in appetite, decreased amount of fluids today patient “doesn’t want to drink”. 

	Medications: (List with reason for med )

None
None

	PMH:

Allergies: NKDA

Medication Intolerances:  None 
Chronic Illnesses/Major traumas: 
Hospitalizations/Surgeries: History of hospitalization for high fever, Tonsillectomy and adenoidectomy 
Immunizations: 
Up To Date on all recommended childhood vaccinations. Patient did not receive any vaccines today.

	Family History (Please identify all immediate family)

Mother alive, history of hyperemesis gravidarum, no other significant medical history, works as store manager. Father, alive, no significant medical history, works as store manager. Patient does not have any siblings. 

	Social History Education level, occupational history, current living situation/partner/marital status, substance use/abuse, ETOH, tobacco, and marijuana. Safety status

Patient living in house built in 2000’s, with mother, father, and dog. Patient is a preschool student, driven by mom/aunt or grandma to and from school. Patient has no second hand smoke exposure. Uses forward facing car seat and wears helmet when riding bike. Patient knows not to cross a street without an adult. Patient is aware not go to anywhere with strangers. Smoke detectors are working in the house and batteries changed twice per year. Mother applies lotion sunblock with rating of 50 when patient is in the sun. Patient is in swim classes and uses life jacket when swimming in pool. 

	ROS

	General

Admits to fever and fatigue. Motrin last given at 1300. Denies night sweats, unintentional weight loss or gain. Negative for recent weight changes. 
	Cardiovascular

Denies chest pain, palpitations, dyspnea or edema.

	Skin

Denies rashes, hair loss, bruising, bleeding, lesions or moles. Admits to bruising on right side of nasal bridge.
	Respiratory

Admits to Dry “hacking” cough, denies dyspnea or history of tuberculosis.  

	Eyes

Denies changes in vision, eye pain or drainage. 
	Gastrointestinal
Denies abdominal pain. Denies nausea, vomiting, or diarrhea. Denies change in appetite. Last bowel movement yesterday, normal, “soft serve”. 


	Ears

Denies pain or drainage.
	Genitourinary/Gynecological
Denies urinary burning, urgency, frequency or dysuria. Denies nocturnal enuresis.  

Denies signs of precocious puberty. 

	Nose/Mouth/Throat
Denies dental pain. Sees dentist twice per year. Brushes teeth morning and night. Denies sore throat. Denies nasal congestion, denies nosebleeds. 
	Musculoskeletal

Denies back pain, joint pain or stiffness at this time. Denies history of fractures.

	Breast

Denies pain or discharge. 
	Neurological

Admits to “weakness due to fatigue”. Denies syncope. Denies memory difficulty. Denies LOC. Denies headache at this time or in past two days. 

	Heme/Lymph/Endo

Denies bruising, night sweats, increased thirst, increased hunger, cold or heat intolerance.
	Psychiatric

Denies anxiety or depression. Denies signs of ADHD. 


SOAP NOTE




	

	

	OBJECTIVE (plot height/weight/head circumference along with noting percentiles) Attach growth chart – See growth chart attached below – Patient is proportionate throughout in size just below 50th percentile for age.  

	Weight: Current weight 35.7 lbs (weight at last well visit was 35 lbs)

	Temp: 97.9 
	BP:  92/58

	Height: (Last well visit patient was 38.5 inches – 50th percentile for stature, and 50th percentile for BMI at 16.) 
	Pulse: 102
	Resp:  27

	General Appearance and parent‐child interaction
Patient is calm, alert and oriented times three. Pleasant. Patient appears sick/fatigued, does not appear to be in severe pain. Answers questions appropriately, positive mother-daughter, patient-provider interaction. No acute distress. 




	Skin

Patient skin color appears normal for ethnicity. Skin is warm and dry. No lesions or scaring noted. Right nasal bridge contusion.  No periorbital ecchymosis. 

	HEENT


Head is normocephalic, no sign of trauma, no lesions. Hair evenly distributed. Conjunctivae are clear; pupils are equally round and reactive. Positive red reflex. EOMs are intact. Bilateral TMs are reflective to light and shiny with normal landmarks. Neck Supple with full range of motion. Clear nasal drainage bilaterally with enlargement of bilateral nasal turbinates, no enlargement of tonsils.  Oral mucosa pink and moist. Uvula midline. Teeth in good repair. No palpable lymph nodes. 


	Cardiovascular

Auscultation: S1, S2 heard with regular rate and rhythm. No murmur. Palpation: Capillary refill less than 2 seconds. Pulses 3+ throughout. No edema.

	Respiratory

Inspection: Symmetric chest wall. No use of accessory muscles. Respirations unlabored; Lungs clear to auscultation bilaterally with diminished lung sounds in bilateral bases of lungs; no wheezes, crackles, or rhonchi noted.

	Gastrointestinal

Inspection: Abdomen flat, no lesions or nevi. Auscultation: BS active in all 4 quadrants. Palpation: Abdomen soft, non-tender. No masses. No hepatosplenomegaly. 

	Breast

Tanner stage 1. 

	Genitourinary

Palpation: Bladder is non-distended, no tenderness. Genital assessment not appropriate for this exam, tanner stage 1 at last well exam. 


	Musculoskeletal

Full ROM seen in all four extremities. 

	Neurological

Speech clear. Good tone. Balance stable; gait normal as patient walked in and out of room.

	Psychiatric

Alert and oriented times three. Maintains eye contact. Speech clear with normal rate and cadence; answers questions appropriately. Emotional reactions appropriate to conversation.  

	In-house Lab Tests – document tests (results or pending) – Labs drawn due to length of fever. 

Rapid strep and strep culture from urgent care was negative. 

Flu swab – negative 

RSV swab – negative 

Urine dip – Trace protein, moderate ketones (Sent for culture)

Urine culture – Pending 

Blood culture – Pending 

EBV and CMV antibody tests – Pending 

CBC with diff – WBC low at 4.7, no left shift  

CMP – BUN/CREAT ratio high at 37, CO2 ratio high at 16

Chest X-Ray – shows bilateral peribronchial infiltrates indicative of bronchial pneumonia or bronchitis. 



	Diagnosis

	· Include at least three differential diagnoses with ICD-10 codes. (Includes Primary dx and 2 differentials)

1. J18.0 (primary) – Bronchopneumonia – Considered due to results of x-ray and symptoms of high fever and cough. Viruses are the mot common cause of CAP in children under five, however, Bacterial causes such as S. pneumoniae, S. aureus, and S. pyogenes, also are important to treat because they are associated with increased morbidity and mortality (Barson, 2017).

2. J20.9 – Acute Bronchitis – Considered due to results of x-ray, symptoms of dry/nonproductive cough, fatigue, and nasal congestion – which is commonly associated with bronchitis (Cropp & Bigdeli, 2016). Patient has fever, which is uncommon in acute bronchitis and may be indicative of pneumonia or influenza (Cropp & Bigdeli, 2016). 


3. J3489 – Influenza – Considered due to patient’s complaints of high fever, fatigue, cough and presentation of nasal congestion (Cropp & Bigdeli, 2016). Flu swab was negative for influenza A and B. 


PLAN including education
· Plan: 
· Patient encouraged to rest and increase fluids. 
· Patient encouraged to continue taking Motrin and Tylenol PRN for fever, do not attend school and avoid interactions with cousins until fever free for 24 hours. 
· Prescribed Zithromax 200mg/5ml patient to take 8ml PO once daily x 3 days (Lameh, 2016).
· Given script for Nebulizer (Patient also has access to grandmothers nebulizer at home).
· Prescribed Albuterol 2.5mg/3ml, one vial QID PRN
· Follow up in one week for re-eval or as needed. Mother to call or take patient to ER if develops any signs of increased shortness of breath, chest pain, seizures or any other signs of distress. 
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