CLINIC VISIT NOTE

IXTA, ZAYLIN
DOB: 10/19/2021
DOV: 02/05/2026
The patient is seen for fever, congestion, cough and headache for the past two days.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Slight erythema of the pharynx. 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. Musculoskeletal: Within normal limits. Extremities: Within normal limits. Neurological: Within normal limits. Skin: Within normal limits.

The patient had routine testing for flu, strep and COVID all of which were negative.

DIAGNOSIS: Influenza type illness.
PLAN: Advised to increase dose of vitamin C with observation with followup as needed.
John Halberdier, M.D.

