POSTON, TAYLOR

DOB: 07/15/1993

DOV: 11/06/2025

HISTORY OF PRESENT ILLNESS: A 32-year-old woman, married, nonsmoker, nondrinker, comes in feeling terrible for the past three days. She works for a national child advocacy company. She has had symptoms of flu with sore chills, cough, and congestion.

PAST MEDICAL HISTORY: Anxiety.

PAST SURGICAL HISTORY: None.

MEDICATIONS: Zoloft 50 mg once a day, Claritin, and melatonin.

ALLERGIES: None.

CHILDHOOD IMMUNIZATIONS: Up-to-date.
SOCIAL HISTORY: Married. Last period was November 1, not pregnant.

FAMILY HISTORY: She reports no family history whatsoever.

PHYSICAL EXAMINATION:

GENERAL: She is definitely not suicidal. She is alert. She is awake.
VITAL SIGNS: Weight 244 pounds, temperature 98.3, O2 saturation 97%, respirations 16, pulse 100, and blood pressure 111/69.
HEENT: TMs slightly red. Oral mucosa without any lesion. Posterior pharynx red inflamed.
HEART: Positive S1 and positive S2.

LUNGS: Few rhonchi.

NEUROLOGICAL: Nonfocal.

SKIN: Shows no rash.

ASSESSMENT/PLAN:
1. Flu B is positive. We will treat with Tamiflu.

2. Lots of liquid.

3. No nausea or vomiting.

4. No diarrhea.

5. Supportive care.

6. Motrin.

7. Tylenol.

8. Rest.

9. Off work for three days.
10. Finish the course of Tamiflu 75 mg b.i.d.

Rafael De La Flor-Weiss, M.D.

