GISCHEL, SOPHIE
DOB: 10/01/2006
DOV: 02/27/2025
HISTORY: This is an 18-year-old child here with sore throat. The patient stated symptoms started approximately two days ago. She states that she started having runny nose, then it migrated to sore throat. She states she is in school and she may have been exposed to others with similar symptoms and states she has been taking NyQuil with no improvement.
PAST MEDICAL HISTORY: Supraventricular tachycardia.
PAST SURGICAL HISTORY: None.

MEDICATIONS: None (over-the-counter NyQuil).
ALLERGIES: None.

SOCIAL HISTORY: Negative.
FAMILY HISTORY: Cancer, hypertension, diabetes and coronary artery disease in mother and father.
REVIEW OF SYSTEMS: The patient reports headache. She states headache is not the worst of her life, gradual onset, rated pain as 3/10 which she states is improved so far.
The patient reports runny nose. She states discharge from the nose is clear. She states she has nasal congestion.

The patient states cough is dry and nonproductive.

The patient reports myalgia.

She reports chills.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 114/71.

Pulse is 111.

Respirations are 18.

Temperature is 102.0. The patient was given 1 g of Tylenol and Toradol 20 mg IM.
NOSE: Congested with clear discharge. Erythematous and edematous turbinates.
THROAT: Mildly injected. Uvula is midline and mobile. No exudate present. No _______ trismus.
GISCHEL, SOPHIE
Page 2
NECK: Full range of motion. No rigidity. No meningeal signs. No palpable or tender 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. She is tachycardic at 111; has a history of supraventricular tachycardia.
ABDOMEN: Nondistended.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Influenza A.
2. Fever.
3. Myalgia.
4. Chills.
5. Sore throat.
6. Headache.
PLAN: After injection and Tylenol given to the patient, she was observed in the clinic for approximately 15/20 minutes, then reevaluated and she reports improvement. She states that she is comfortable with my discharge plans. She was strongly encouraged to go to the emergency room if she does not get better. She states she understands. She indicated that her appetite is normal and she feels like eating. She states she has been drinking well all day.
The patient was sent home with the following medications:
1. Hydroxyzine 25 mg one p.o. at bedtime for 14 days.
2. Tamiflu 75 mg one p.o. b.i.d. for 5 days #10.
3. Motrin 800 mg one p.o. t.i.d. p.r.n. for fever/pain.
In the clinic today, we did the following tests: strep negative, positive for flu A and COVID negative.
She was given the opportunity to ask questions and she states she has none.
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