INIGUEZ, ADRIAN
DOB: 03/07/2007
DOV: 02/27/2025
HISTORY: This is a 17-year-old child accompanied by mother here with sore throat. Parent stated this has been going on for approximately six days and stated he has gotten worse yesterday and today. Described his pain as sharp, rated pain 6/10 worse with swallowing. He states pain is non-radiating, is confined to his throat.
PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.

MEDICATIONS: None.
ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.
FAMILY HISTORY: Cancer, diabetes, coronary artery disease and asthma.
REVIEW OF SYSTEMS: The patient reports cough. He states cough is dry and nonproductive. Denies night sweats or weight loss.
The patient reports nausea. He stated he vomited yesterday, but none today.

The patient reports fatigue and tiredness.

Reports body aches and chills.

The patient reports headache. He states headache is not the worst of his life, rated headache as 3/10, worse with leaning forward. He states headache is located in his maxillary and frontal sinuses region. Denies trauma. He stated the headache was gradual onset.
The patient denies stiff neck. Denies neck pain.

PHYSICAL EXAMINATION:

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

O2 saturation is 98% at room air.

Blood pressure is 126/79.

Pulse is 88.

Respirations are 18.

Temperature is 98.4.
NOSE: Congested with green discharge. Erythematous and edematous turbinates.

FACE: No edema. No erythema.
NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Nondistended. No guarding. No visible peristalsis.
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. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. COVID infection.
2. Rhinitis.
3. Cough.
4. Sore throat.
5. Sinus pain/headache.
PLAN: The following tests were done in the clinic today:

1. Strep and flu, both these tests were negative.
2. COVID. COVID is positive.
The patient and parent were educated on COVID infection and strongly recommended to mother the patient remains at home for next few days, to go back to school on Tuesday 03/04/2025, to increase fluids, to come back to the clinic if worse or go to the nearest emergency room if we are closed.
24 hours risk for decompensation matrix was used in evaluating this patient. He has no history of diabetes. His pulse ox is 98% well above the minimal threshold for a negative outcome.

Vaccinations are up-to-date.

The patient is not diabetic. His risk for decompensation within 24 hours is low.

The patient was sent home with the following medications:
1. Paxlovid 150 mg/100 mg one dose b.i.d. for five days.
2. Zofran 4 mg ODT one SL t.i.d. p.r.n. for nausea and vomiting #12.

3. Albuterol 90 mcg MDI take two puffs t.i.d. p.r.n. for cough.
4. Motrin 600 mg one p.o. t.i.d. p.r.n. for pain and fever #30.
He was given the opportunity to ask questions and he states he has none, mother states that she has none. Reminded them strongly to come back to the clinic if worse or go to the nearest emergency room if we are closed and increase fluids.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

