HARDIN, BRODY

DOB: 09/14/2003

DOV: 12/18/2023

CHIEF COMPLAINT:
1. Abdominal pain.

2. Cough.

3. Fever.

4. Body aches.

5. Feeling terrible.

6. Arm pain.

7. Leg pain.

HISTORY OF PRESENT ILLNESS: The patient is a 20-year-old young man who is in no distress. He comes in today with the above-mentioned symptoms for three days. He has had exposure to both COVID and flu. He has had some nausea. He has had some abdominal pain. He did a COVID test at home, which was negative and, as I said, he had exposure to both diseases in the home.

PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: None.

MEDICATIONS: None.

ALLERGIES: None.

COVID IMMUNIZATIONS: None.

FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: No smoking. No drinking. He works in construction.
PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake. He is in no distress.

VITAL SIGNS: He weighs 148 pounds and his weight has not changed, O2 sat 97%, temperature 98.8, respirations 16, pulse 85, and blood pressure 123/75.
HEENT: TMs are red. Posterior pharynx is red and inflamed.

NECK: No JVD.

HEART: Positive S1 and positive S2.

LUNGS: Clear.

ABDOMEN: Soft.

SKIN: No rash.

NEUROLOGICAL: Nonfocal.
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ASSESSMENT/PLAN:
1. Flu B is positive. Strep is negative.
2. Decadron 8 mg to give him some support for his aches and pains and the Tamiflu 75 mg b.i.d.

3. If not better in 24 hours, to call.

4. Lots of liquid.

5. Motrin.

6. Tylenol.

7. Secondary signs of infection after flu discussed with the patient.

Rafael De La Flor-Weiss, M.D.

