CLINIC VISIT NOTE

*_________*
DOB: 04/26/1991
DOV: 02/01/2022

The patient presents with history of fever, with dizziness today, with throbbing headache earlier in the day, now cleared, with temperature elevated to 101 earlier, now 100.8 with elevated pulse. Remainder of vital signs normal. The patient smokes one-half pack of cigarettes per day; otherwise, medical history negative.
PAST MEDICAL HISTORY: Essentially negative.
PAST SURGICAL HISTORY: Negative.

MEDICATIONS: The patient is on no other medications.

REVIEW OF SYSTEMS: Constitutional, CVS, gastrointestinal, genitourinary, eyes, musculoskeletal, skin, neurological, and psychiatric all were noncontributory.
PHYSICAL EXAMINATION: Revealed moderate distress without other findings. Head, eyes, ears, nose and throat: Negative. Pupils are clear and react to light and accommodation. Extraocular muscles are intact. Tympanic membranes are clear. Pharynx without inflammation. Neck: Supple without stiffness. Lungs: Clear to auscultation and percussion. Cardiac: Regular sinus rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Skin: Negative for rash or discoloration. Extremities: Negative for tenderness or swelling. Neuropsychiatric: Orientated x 4. Cranial nerves II through X intact. No motor or sensory deficits noted. Mood within normal limits.

Laboratory testing included flu and COVID screening which were negative.
IMPRESSION: Because of presentation with negative COVID and flu testing, impression was probable influenza type flu syndrome.
PLAN: The patient was given prescription for Medrol Dosepak and Z-PAK. Advised to be off work for the next few days, with followup next day or two if not clearing and go to the emergency room as necessary. We will check on the patient’s condition tomorrow.
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