WINFREE, CONNOR
DOB: 11/01/2011
DOV: 02/09/2026
HISTORY: This is a 14-year-old child accompanied by his grandmother here with fever. Grandmother states his symptoms started approximately two or so days ago, but has gotten worse yesterday. She states over the period time, she was giving Tylenol and Motrin and his temperature was not improving. She states she brought him today because he is not eating or drinking. She states he does not have appetite and his temperature is still elevated despite giving Tylenol and Motrin. Grandmother states she is not sure how much was the strength of Tylenol and Motrin she gave him.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS:  The patient reports chills and myalgia. Reports runny nose and sore throat.
The patient denies nausea, vomiting, or diarrhea.

The patient reports chills and diaphoresis. Grandmother stated he woke-up last night shaking and was sweating.
PHYSICAL EXAMINATION:

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

O2 saturation 100% at room air.

Blood pressure 130/80.

Pulse 123.

Respirations 18.

Temperature 103.2. (Tylenol 500 mg and Motrin 200 mg were giving to the patient.)
NOSE: Congested with clear discharge. Erythematous and edematous turbinates.
THROAT: Mildly injected. Uvula is midline and mobile.

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.

CARDIAC: Regular rate and rhythm with no murmurs. The patient is tachycardic. (Fluids was initiated normal saline 1 L bolus.)
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ABDOMEN: Soft. Nontender. No organomegaly. No rebound. No guarding. No tenderness to palpation.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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. Acute febrile illness.
2. Dehydration.
3. Myalgia.

4. Rhinitis.
PLAN: Following tests were done in the clinic today, strep, flu, and COVID these tests were all negative.
The patient was given the following medications while in the ER:

1. Motrin 200 mg.
2. Tylenol 500 mg p.o.

Repeat of his temperature several minutes later, his temperature was 100 degrees.
After fluids, the patient’s pulse improved. The patient pulse improved to 102. The patient reports much improvement after fluids, which was one liter from lactate IV bolus. He also received Toradol 15 mg IM. The patient was sent home with the following medications.
1. Xofluza 40 mg one p.o. now.

2. Motrin 400 mg one p.o. t.i.d. for 10 days #30.

3. Tylenol 325 mg one p.o. q.i.d. p.r.n. for fever #40.

Grandmother was given the opportunity to ask questions, she states she has none. Child also states he has no questions. They were strongly encouraged to come back to the clinic if child gets worse or go to nearest emergency room if we are closed.
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