ORUM, RHYLAN
DOB: 06/16/2015
DOV: 02/07/2023
HISTORY OF PRESENT ILLNESS: This is a 7-year-old little boy. Mother brings him in related to abdominal pain, vomiting and fever. He has had just a couple of episodes of vomiting, none today.

He is looking better today. Normal voiding and normal bowel movements.

Mother is not giving any other medications other than Tylenol for relief of fever.

Activities come and go with them depending on when the fever comes. No acute pain.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: Tylenol.
ALLERGIES: None.
SOCIAL HISTORY: Lives with mother, father, and siblings. No association of secondhand smoke.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. He is not in any distress.
VITAL SIGNS: Pulse 110. Respirations 16. Temperature 98.7. Oxygenation 100%. Current weight 52 pounds.

HEENT: Eyes: Pupils are equal, round and react to light. Ears: Mild tympanic membrane erythema. Oropharyngeal the same. There is mild erythema to the oropharyngeal area. No strawberry tongue. Oral mucosa is moist. 

NECK: Soft. No thyromegaly. No lymphadenopathy.
LUNGS: Clear to auscultation. 
HEART: Mildly tachycardic at 110. Positive S1 and positive S2. No murmurs.
LABORATORY DATA: Labs today include a strep test which was negative and a flu test which was positive for influenza type B. 
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ASSESSMENT/PLAN: 

1. Influenza type B. The patient will be given Tamiflu per weight protocol.

2. Cough. Bromfed DM 5 mL p.o. four times daily p.r.n. cough #80 mL.

3. He is to get plenty of fluids and plenty of rest, monitor symptoms and return to clinic or call if not improved.
Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

