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The patient presents with history of vomiting once at school. He complains of having some pain in his right upper tooth. He denies other symptoms.
PRESENT ILLNESS: Vomiting x1, questionable sore throat for the past eight hours.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Pain of right upper incisor for two days, not now reported, cleared.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: No definite inflammation of the TMs or pharynx. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.
The patient had strep test in the office which was negative.
IMPRESSION: Probable FUO without evidence of infection, no dental tenderness.

PLAN: The patient was given ibuprofen in the office for temperature of 101.3 with temperature precautions and to continue ibuprofen as needed. Prescription for Zofran and ibuprofen. Advised to follow up in one or two days if continues with fever with instructions to go to the emergency room as needed plus trying to get into seeing a pediatrician. 

FINAL DIAGNOSIS: FUO, no definite pharyngitis and unable to localize the site of infection. We will observe and follow up as needed.
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