TINEO, AMBERLY
DOB: 02/01/2017
DOV: 11/11/2023
HISTORY: This is a 6-year-old child here accompanied by mother with throat pain. Mother states this has been going on for approximately two days, gotten worse today. She states the child whenever she eats or drinks, she complains of pain. She also said the child has fever. T max mother states she is not sure, she just felt hot and she gave Tylenol.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: Mother reports cough. She states cough is dry.

Mother reports runny nose. She states discharge is clear.

She states the child’s activity is okay. She states she is tolerating fluids in small amounts at a time. Denies vomiting or diarrhea.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, interactive, smiling and playful.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 119/72.

Pulse 122.

Respirations 19.

Temperature 98.3.

HEENT: Throat: Erythematous tonsils, pharynx and uvula. No exudates.

Uvula is midline and mobile. Nose: Congested with clear discharge. Erythematous and edematous turbinates.

NECK: Full range of motion. No rigidity. She has tender bilateral anterior lymph nodes.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Soft and nontender. No organomegaly. Nondistended.
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EXTREMITIES: Full range of motion of upper and lower extremities. She bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert, interactive and playful. Mood and affect are normal.

ASSESSMENT:
1. Acute strep pharyngitis.

2. Acute influenza B.

3. Cough.

4. Rhinitis.

PLAN: Mother and I had a lengthy discussion about hydrating with Pedialyte, water, to avoid sodas and sugary beverages. The child was sent home with the restriction to be away from school until next Thursday.

Medications are as follows:

1. Tamiflu 6 mg/mL 10 mL p.o. b.i.d. for five days #100 mL.

2. Amoxicillin 250 mg/5 mL one teaspoon p.o. t.i.d. for 10 days #150 mL.

3. Motrin 100 mg/5 mL, 14 mL p.o. t.i.d. p.r.n. for fever and pain #200 mL, no refills.

Mother was given the opportunity to ask questions and she states she has none.
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