CLINIC VISIT NOTE

GILLILAND, PISTOL
DOB: 12/25/2019
DOV: 08/07/2025
The patient presents with history of headache, vomiting several times with back pain as well. He states doing well at school.

PAST MEDICAL HISTORY: History of enlarged tonsils, does see ENT doctor, without history of tonsillitis.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress and slight lethargic appearance. Head, eyes, ears, nose and throat: Pharyngeal erythema 1+. 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. Neurological: Within normal limits. Skin: Within normal limits.

The patient had flu and COVID testing with positive type B flu.
PLAN: Because of persistence of symptoms, the patient was given prescription for Z-PAK and to continue with vitamin C with ibuprofen and Tylenol. Follow up PCP and here if necessary.
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