LOWE, MADELYN
DOB: 09/14/1998
DOV: 02/24/2023
HISTORY OF PRESENT ILLNESS: This is a 24-year-old female patient here with complaints of some fatigue, sinus pressure, cough as well with green phlegm. She has had these symptoms for six days now.
She has been exposed to the flu by other individuals as well. We will check that today. No nausea, vomiting, or diarrhea. No activity intolerance, but she is tired.

PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: PENICILLIN.
SOCIAL HISTORY: Occasionally drinks socially. She does not smoke. She does not participate in any drugs.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. She is obese.

VITAL SIGNS: Blood pressure 114/74. Pulse 89. Respirations 16. Temperature 98.5. Oxygenation 99% on room air. Current weight 233 pounds.

HEENT: Eyes: Pupils are equal, round and react to light. Ears: Bilateral tympanic membrane erythema. Oropharyngeal area: Mild erythema displayed as well. Postnasal drip visible as well.
NECK: Soft. No thyromegaly. No masses. Mild tonsillar lymphadenopathy.
LUNGS: Clear to auscultation.
HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmurs.
ABDOMEN: Obese, soft and nontender.

LABORATORY DATA: Labs today include a flu test and a strep test.  The strep test was negative. The flu test was positive for influenza type B.
ASSESSMENT/PLAN:
1. Influenza type B. The patient will be given Tamiflu 75 mg p.o. b.i.d.
2. Also, Medrol Dosepak as directed and a steroid injection as well dexamethasone.
3. Cough. Phenergan DM 5 mL p.o. four times daily.

4. Plan of care reviewed with the patient. I have answered all her questions today.

Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

