LOPEZ, EVAN

DOB: 09/03/2014

DOV: 11/18/2023

HISTORY: This is a 9-year-old child accompanied by his father here with cough and fever. The father states this has been going on for the past two days. He states the child was exposed to other students in the school with flu. He states the child has been running a fever that goes up and down and states whenever we gave medication fever goes down but will come right back up.

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: The patient reports headaches. He states he has a headache on right side of his head and also on the left side. He states the headache is not bad and when asked to quantify headache he spread his hands apart approximately six inches. The patient reports runny nose. Father denies travel history. He states the child is eating and drinking well.

PHYSICAL EXAMINATION:
GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation 98% at room air.
Blood pressure 99/67

Pulse 115.

Respirations 18.

Temperature 102.8.

At this point father and I had a discussion about child’s vital signs and the significance of these vitals signs and what it may represent in terms of illness. He was advised to take the child to the emergency room, but he declined. He states that whenever the child gets this type of infection, a shot of steroid usually perks him up and states that is all he wants today. My advice that we should go ahead and do some test to see what is causing this infection and he agreed to that but refused to take the child to the emergency room.

NOSE: Congested. Clear discharge. Erythematous and edematous turbinates.
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THROAT: Erythematous and edematous tonsils, pharynx and uvula. No exudates. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity. No meningeal signs.

EAR: No effusion. No erythema. Light reflex is good. No tragal tug. External ear canal is without edema, erythema, or discharge. No mastoid tenderness.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress.

CARDIAC: Regular rate and rhythm with no murmur. The patient is tachycardic.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. The patient’s mood and affect are normal.

ASSESSMENT:
1. Cough.

2. Influenza A infection.

3. Rhinitis.

4. Nausea.

5. Headache.

PLAN: Today the following tests were done in the clinic. COVID, flu and strep. Strep and COVID are negative. Flu is positive for Flu A. Father and I had a discussion about the child’s what was finding on the test and the importance of getting child’s vital signs better. He may need some fluids IV preferably, which will help slow his heart rate down and also help with his temperature. Father states he understands and will prefer to take the child home and do the treatment at home. He was sent home with the following medications:

1. Zofran 4 mg ODT one tablet sublingual t.i.d. p.r.n for nausea/vomiting.
2. Tamiflu 6/1 mL he will be given 10 mL b.i.d for five days, #100 mL.

3. Motrin 100/5 mg he will take two teaspoons p.o. t.i.d. p.r.n. for fever or headache.

4. Tylenol1 160/5 mg two-teaspoon p.o. q.i.d. p.r.n for fever and pain 200 mL.

Father was advised to increase fluids and recommend Pedialyte and to come back to the clinic if worse or go straight to the emergency room if we are closed. He states he understands and will comply.
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