CLINIC VISIT NOTE

LOPEZ, DANIELLA
DOB: 09/14/2017
DOV: 11/09/2023
The patient is here with fever, cough for two days with increased temperature for the past four days. Mother states that she was seen at a Hispanic Clinic nearby, took two times, first a few days ago, told that she had positive flu test for type A flu with negative strep. She is seen again today with another negative strep with continued elevation of fever. She was given two injections today, one was an antibiotic and the other one was “for fever.“
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Negative.
FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: Otherwise noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Temperature on admission elevated to 103. Head, eyes, ears, nose and throat: Within normal limits. 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. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
FINAL DIAGNOSES: Type A flu by history with pharyngitis. No FUO identified.

PLAN: The patient was given ibuprofen therapeutic dose with recommended additional Tylenol, but not given. Chest x-ray was obtained because mother is concerned about continued elevations of fever after taking Tylenol or ibuprofen. Chest x-ray was obtained, showed no evidence of pneumonia or infiltrate. Mother was advised to continue prescriptions given before with alternating Tylenol and ibuprofen as directed, continue the cough medicine that she was given at the other clinic as well. Follow up with pediatrician in three to four days as advised if necessary.
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