CAMPBELL, MACKENZIE
DOB: 03/25/2013

DOV: 02/10/2024

HISTORY OF PRESENT ILLNESS: This is a 10-year-old female patient here with flu-like symptoms. Mother states she has had fever, sore throat and cough. She has had chills as well. No GI symptoms. No nausea, vomiting or diarrhea. No other verbalization of symptoms. She maintains her normal bowel and bladder voiding as well.

PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: Tonsillectomy.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: None.

SOCIAL HISTORY: Negative for any secondhand smoke. Lives with mother and father.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, oriented, well-nourished, well-developed and well-groomed. She is not in any distress, but she is dressed in her pajamas. She stayed like that all day today because of her not feeling well.

VITAL SIGNS: Blood pressure 117/56. Pulse 106. Respirations 18. Temperature 98.7. Oxygenation 98%. Current weight 134 pounds.

HEENT: Eyes: Pupils are equal and round. Ears: Mild tympanic membrane erythema bilaterally. Oropharyngeal area mildly erythematous. Oral mucosa moist.

NECK: Soft. No lymphadenopathy.

HEART: Positive S1. Positive S2. No murmur.

LUNGS: Clear to auscultation.

ABDOMEN: Soft and nontender.

LABS: Today, include a flu test and a strep test. The strep test was negative. The flu test was positive for influenza type B.

ASSESSMENT/PLAN:

1. Influenza B infection. The patient will be given Tamiflu 75 mg p.o. b.i.d. for 5 days, #10.

2. Cough. Bromfed DM 7.5 mL p.o. four times daily p.r.n. cough. She is to get plenty of fluids and plenty of rest. Monitor symptoms. She will be off school for the next two days and she can return to clinic or call if not feeling better.
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